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CERTIFICATION

The Attorney General hereby certifies that the agency,
Georgia Department of Community Health, has been established as
the single State agency with authority to administer the State
of Georgia Plan for Medical Assistance under Title XIX of the
Social Security Act. It is further certified that the Georgia
Department of Community Health administers the plan on a
statewide basis and has authority to make rules and regulations
governing the administration of the Plan. The legal source of
this authority to administer the Plan and to make such rules and
regulations is Act 268 of the General Assembly of Georgia known
as the Department of Community Health, Board of Community
Health, and commissioner of Community Health, approved on July
1, 1999 (Ga. Laws 1999 Vol. 1 Pgs. 296-317). The Georgia
Department of Community Health succeeds the Georgia Department
of Medical Assistance as the single State agency authorized to

administer the Plan.

Made X EDabe

THURBERT E. BAKER DATE
Attorney General



Revision: HCFA-AT-80-38(BPP)
May 22, 1980

State Georgia

Citation1.1(b) The State agency that administered or

Sec. 1902 (a) supervised the administration of the

of the Act plan approved under title X of the
Act as of January 1, 1965, has been
separately designated to administer
or supervise the administration of
that part of this plan which relates
to blind individuals.

Yes. The state agency so
designated is

This agency has a separate plan
covering that portion of the
State plan under title XIX for
which it is responsible.

X | Not applicable. The entire plan
under title XIX is administered

or supervised by the State

agency named in paragraph 1.1(a).

TN #78-5
Supersedes Approval Date 8/28/78 Effective Date  7/1/77
TN #



Revision: HCFA-AT-80-38(BPP)
May 22, 1980

State Georgia

Citation 1.1(c) Waivers of the single State agency
Intergovernmental requirement which are currently
Cooporation Act operative have been granted under
of 1968 authority of the Intergovernmental
Cooperation Act of 1968.

Yes. ATTACHMENT 1.1-B describes
these waivers and the approved
alternative organizational
arrangements.

Not applicable. Waivers are no
longer in effect.

X | Not applicable. No waivers have
ever been granted.

TN #78-5

Supersedes Approval Date 8/28/78 Effective Date  7/1/77
TN #



Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

Citation

42 CFR 431.10 1.1(d)
AT-79-29

The agency named in paragraph
1.1 (a) has responsibility for

all determinations of

eligibility for Medicaid under
this plan.

Determinations of eligibility

for Medicaid under this plan are
made by the agency (ies)
specified in ATTACHMENT 2.2-A.
There is a written agreement
between the agency named in
paragraph..1.1(a) and other
agency(ies) making such
determinations for specific
groups covered under this plan.
The agreement defines the
relationships and respective
responsibilities of the agencies.

TN #78-5

Supersedes Approval Date: 8/28/78 Effective Date:

TN #

7/1/77



Revision: HCFA-AT-80-38(BPP)

May 22, 1980
w/o
State Georgia
Citation 1.1(e) All other provisions of this plan are
42 CFR 431.10 administered by the Medicaid agency
AT-79-29 except for those functions for which
final authority has been granted to a
Professional Standards Review
Organization under title XI of the Act.
(f) All other requirements of 42 CFR.431.10
are met.
TN #78-5
Supersedes Approval Date 8/28/78 Effective Date  7/1/77

TN #



Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State GEORGIA

Citation 1.2 Organization for Administration

42 CFR 432.11
AT-79-29
(a)

(b)

TN No: 07-013

ATTACHMENT 1.2-A contains a description
of the organization and functions of the Medicaid
agency and an organization chart of the agency.

Within the State agency, the

Division of Medical Assistance

has been designated as the medical assistance unit.
ATTACHMENT 1.2-B contains a description of the
organization and functions of the medical
assistance unit and an organization chart of the
unit and a description of the kinds and numbers of
professional and medical personnel and supporting
staff used in the administration of the plan and
their responsibilities.

Eligibility determinations are made by State or local
staff of an agency other than the agency named in
paragraph 1.1(a). ATTACHMENT 1.2-D contains a
description of the staff designated to make such
determinations and the functions they will perform.

Not applicable. Only staff of the agency
named in paragraph 1.1(a) make such
determination.

Supersedes Approval Date: 12/18/07 Effective Date: 10/01/07

TN No: 87-10



DIVISION OF MEDICAL ASSISTANCE

Chief

Confidential Secretary

Project Director

I

Director Customer Service
and Resolution

Director Health
Improvement and
Wellness

Director Long Term Care

Director Medical Policy

Director Member Services
and Policy

Director Pharmacy
Services

Director Regulatory and
Contract Management

Director Third Party
Liability/COB

Attachment 1.2A
Pagei
State: Georgia

TN No: 07-013
Supersedes
TN No: 95-012

Approval Date: 12/18/07

Effective Date: 10/01/07
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State: Georgia

LONG TERM CARE SECTION

Director 2

Secretary 2

Program Specialist 2

f . Strategic
Program Director 2 .
PAgSRR Olmstead Program Director 2 Nur?é:an/'\l-/IIcF){mes Program Specialist 2 Development
mstea ;
PASRR Olmstead Swing Beds CCSP Waiver SOURCE Coardinator
Managed Care Level Managed Care Level 8 Program Money Follows the
of Care ASO OF Care Nurse Aide Training \
Program Person Project
| 1
Program Specialist 2
i il Mental Health
Program Specialist 2 Program Specialist 2 Progra;n Specialist 2 PRTF Planner 2
Independent Care . MRWP/NOW Waiver Adult Protective Money Follows the
Waiver Program Home Health Hospice CHSS/COMP Waiver Services Person Project
HIV
TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07

Supersedes
TN No: 95-012



MEMBER SERVICES AND POLICY

Program Director

Director 1

Administrative Assistant

Secretary 3

[ I
Policy Consultant Program Member Inquiry Program Director
Consultant Supervisor Quality Control Unit
Program Member Inquir
& Clerk 2 auiry

Consultant 1

Consultant - ABD

Program

Program Specialist

Member Inquiry

Quality Control
Specialist

Program
Consultant 1

Analyst Tech

Member Inquiry

Outstation Field
Reviewer

Office Manager

Program Associate

Program Associate

Program Associate

Office Manager

Outstation Field
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State: Georgia

Program Director

Secretary 3

General Clerk 2

Quiality Control
Specialist

Operations Analyst
Tech

Outstation Field

General Clerk 2

Reviewer | Reviewer
e _
I 1
Outstation Field Outstation Field
Reviewer Reviewer

Outstation Field
Reviewer

Outstation Field
Reviewer

Outstation Field
Reviewer

Outstation Field
Reviewer

TN No: 07-013
Supersedes
TN No: 95-012

Approval Date: 12/18/07

Effective Date: 10/01/07




CUSTOMER SERVICE AND RESOLUTION

Director 1

Y

Administrative

Assistant
e

/—Iﬁ

Secretary 1
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State: Georgia

~_
Y Y
Medicaid
Program Program Program
Specialist 1 Specialist 2 Specialist 2 Program
P Consultant
~_ _J ~_ _J
I I I |
Y / ™
Program
Program Program Program Operations Program Program
Associate Associate Associate Specialist Associate Associate
./ - J
TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes

TN No: 95-012



HEALTH IMPROVEMENT & WELLNESS UNIT

Chief, Medical Assistance Plans

Health Improvement & Wellness

Director 2

Attachment 1.2A
Page v
State: Georgia

TN No: 95-012

Clinical Provider Contract Adzm_lstratlve
Member Network Vendor ssistant
Coordinator Coordinator Coordinator
Secretary
Health improvement & Program Specialist 2
Wellness Program Director 2 CISSO Manager
Program Program Program Program Project Project Project Project
Specialist 2 Specialist 2 Associate Associate Director 1 Director 1 Director 1 Director 1

TN No: 07-013

Supersedes Approval Date: 12/18/07 Effective Date: 10/01/07
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State: Georgia

PHARMACY UNIT

Wednesday, August 08, 2007

Director
Administrative
Assistant

Medicaid Program Clinical Rebate Pharmacist
Pharmacy Manager Coordinator Part-time
Manager
Program Drug Rebate Program
Associate Specialist Associate

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07

Supersedes
TN No: 95-012
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State: Georgia

MEDICAL POLICY

Director

Admin. Assistant

Program Specialist 2

Program Specialist 2 Program Specialist 1 Program Specialist 2
(RN) Hospital Services (IP & OP), UM Dental, Oral Max, Psychology DME, O&P, Emerg Amb.
Physician, PIDL, Podiatry, SMAP, Plans
SMAPOP

Program Specialist Med
(RN)
Nurse Midwife, ANP, Anesthesia,
SAABU, PA, Vision

Program Specialist Med (RN)
ASC, Out-of-State Ofc, Precert,
Transplants, Birthing Ctrs

Program Specialist 2
FQHC, RHC, DSPS, Lab, Contract
Monitoring, Indigent CTF

Legend:
ASC Ambulatory Surgery Centers
ICTF Indigent Care Trust Fund

o&P Orthotics & Prosthetics

SAABU Schedule of Allowable Anesthesia w/ Base Units

SMAP Schedule of Maximum Allowable Payments for Physicians, Podiatry, Nurse Midwife, ANP, Oral Max
SMAPOP Schedule of Maximum Allowable Payments for Outpatient Service (Site of Service Differential)

uMm Utilization Management
TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes

TN No: 95-012
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State: Georgia

REGULATORY AND CONTRACT MANAGEMENT

Director

Library Operations Specialist

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes
TN No: 95-012



Attachment 1.2A
Page ix
State: Georgia

THIRD PARTY LIABILITY/ COB

Program Director

Administrative
Assistant

Secretary 3

Program COB Policy '
Associate i Consultant, Temp

Program Specialist 2 Program Specialist 2 Program Specialist
Operations Analyst Operations Analyst Operations Analyst
Operations Analyst General Clerk 2

COB Special

Project, Temp

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes
TN No: 95-012
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Page 1
State: Georgia

Long Term Care Section

The Long Term Care unit is responsible for policy development and management of programs
and services that are provided primarily to persons who have chronic needs whether they reside
in institutions or in the community with the assistance of home and community based services.
The unit covers the following programs:

ICWP Waiver

MRWP/NOW Waiver

CHSS/COMP Waiver

CCSP Waiver

SOURCE

Hospice

Home Health

Mental Health Community Services
PASRR

HIV Case Management

Adult Protective Services

At Risk of Incarceration Case Management
Psychiatric Residential Treatment Facilities (PRTF)
PRTF Demonstration Grant

Nursing Homes

Swing Beds

Nurse Aide Training Program

PACE

Olmstead/Nursing Home Transition
Money Follows the Person Grant
Level of Care ASO

LTC Initiatives

TN No: 07-013
Supersedes Approval Date: 12/18/07 Effective Date: 10/01/07
TN No: 87-10



Long Term Care Section

Director 2

Secretary 2 - One year of general office work
or one year of business school or college.

Program Director 2

Program Specialist 2- Bachelor's degree or
licensure as a registered nurse or other health
care professional and 4 years of professional
experience in a health care venue.

Program Specialist 2- Bachelor's degree or
licensure as a registered nurse or other health
care professional and 4 years of professional
experience in a health care venue.

Attachment 1.2A
Page 2
State: Georgia

Section Director. Oversees operation of all
service programs.

Serves as secretary and assistant to the Section
Director and Section staff in the daily
management of the program.

Provides supervision to Program Specialists that
are assigned to one or more programs.
Independent Care Waiver Program - Oversees
the operation of the program, monitoring and
interpreting changes in Federal guidelines and
regulations, analyzes impact on Medicaid
programs, utilization costs of services and
makers recommends new or revised policies and
procedures. Interprets program policies and
serves as a resource and DMA representative to
assist providers in resolving complex problems.
Analyzes the nature and scope of policy related
problems; develops appropriate corrective
measures. Develops implements and evaluates
utilization review results to ensure quality
services.

Home Health and Hospice - Oversees the
operation of the program, monitoring and
interpreting changes in Federal guidelines and
regulations, analyzes impact on Medicaid
programs, utilization costs of services and
recommends new or revised policies and
procedures. Interprets program policies and
serves as a resource and DMA representative to
assist providers in resolving complex problems.
Analyzes the nature and scope of policy related
problems; develops appropriate corrective
measures. Develops, implements and evaluates
utilization review results to ensure quality
services.

TN No: 07-013
Supersedes
TN No: 87-10

Approval Date: 12/18/07

Effective Date: 10/01/07



Program Specialist 2- Bachelor's degree or

licensure as a registered nurse or other healthcare
professional and 4 years of professional experience in a
health care venue.

Program Specialist 2- Bachelor's degree or

licensure as a registered nurse or other health care
professional and 4 years of professional experience in a
health care venue.

Program Specialist 2- Bachelor's degree or

licensure as a registered nurse or other health care
professional and 4 years of professional experience in a
health care venue.

Attachment 1.2A
Page 3
State: Georgia

MRWP/NOW and CHSS/COMP Waivers -Oversees the
operation of the program, monitoring and interpreting
changes in Federal guidelines and regulations, analyzes
impact on Medicaid programs, utilization costs of
services and makers recommends new or revised
policies and procedures. Interprets program policies
and serves as a resource and DMA representative to
assist providers in resolving complex problems.
Analyzes the nature and scope of policy related
problems; develops appropriate corrective measures.
Develops, implements and evaluates utilization review
results to ensure quality services.

Mental Health, PRTF, Adult Protective Services, and HIV
Case Management - Oversees the operation of the
program, monitoring and interpreting changes in
Federal guidelines and regulations, analyzes impact on
Medicaid programs, utilization costs of services and
makers recommends new or revised policies and
procedures. Interprets program policies and serves as a
resource and DMA representative to assist providers in
resolving complex problems. Analyzes the nature and
scope of policy related problems; develops appropriate
corrective measures. Develops, implements and
evaluates utilization review results to ensure quality
services.

Nursing Homes, ICF/MR, Swing Beds, Nurse Aide
Training Program - Oversees the operation of the
program, monitoring and interpreting changes in
Federal guidelines and regulations, analyzes impact on
Medicaid programs, utilization costs of services and
makers recommends new or revised policies and
procedures. Interprets program policies and serves as a
resource and DMA representative to assist providers in
resolving complex problems. Analyzes the nature and
scope of policy related problems; develops appropriate
corrective measures. Develops, implements and
evaluates utilization review results to ensure quality
services.

TN No: 07-013
Supersedes
TN No: 87-10

Approval Date: 12/18/07

Effective Date: 10/01/07



Program Specialist 2 - Bachelor's degree or
licensure as a registered nurse or other health
care professional and 4 years of professional
experience in a health care venue.

Program Director 2

Strategic Development Coordinator —
Bachelor's degree and four years of experience
in long-term care or health related services.
Planner 2 — Bachelor’s degree and three years
of experience in long-term care or health
related services.

Attachment 1.2-A
Page 4
State: Georgia

Community Care Services Waiver and
SOURCE Programs - Oversees the operation
of the program, monitoring and interpreting
changes in Federal guidelines and regulations,
analyzes impact on Medicaid programs,
utilization costs of services and makers
recommends new or revised policies and
procedures. Interprets program policies and
serves as a resource and DMA representative
to assist providers in resolving complex
problems. Analyzes the nature and scope of
policy related problems; develops appropriate
corrective measures. Develops, implements
and evaluates utilization review results to
ensure quality services.

Manages the PASRR, Olmstead/Nursing Home
Transition, Managed Care, and Level of Care
ASO programs.

Administers the Money Follows the Person
grant project and reporting requirements.

Serves as the lead planner/ researcher for the
Money Follows the Person project, performing
complex and comprehensive research;
analyzing and evaluating the effectiveness of
the project.

TN No: 07-013
Supersedes
TN No: 87-10

Approval Date: 12/18/07

Effective Date: 10/01/07
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State: Georgia

MEMBER SERVICES AND POLICY

PeachCare for Kids Unit

The PeachCare for Kids unit has overall responsibility for the eligibility and enrollment process as
well as federal SCHIP State Plan compliance. This unit sets policy for eligibility, premium
payment and member services. This unit manages the contract of our Third Party Administrator
(TPA). Services provided by the TPA include development and operation of

enrollment/eligibility determination system, development and maintenance of web-based
application system, premium collection and processing and Member Support Center.

Quality Control Unit

The Quality Control Unit has the overall responsibility for management of the federal Payment
Error Rate Measurement (PERM) process associated with both Medicaid and SCHIP. The unit
also oversees the ASO accuracy reviews of 850 Medicaid eligibility reviews monthly. The unit
manages the contract of our Third Party Administrator (TPA). The TPA reads Medicaid cases
monthly to determine if eligibility was determined correctly.

The Quality Control Unit:
e Gathers records for PERM/ASO accuracy reviews
e Gathers and reports data on results associated with accuracy reviews
e Provide a second level review for case accuracy
e Responds to rebuttals and questions related to error findings
e  Monitors the PERM sample and results for both Medicaid and SCHIP
e Composes Quality Control Communicators for DFCS corrective action

The Policy unit

The Policy unit is responsible for Federal and State family and adult legislation/policy
interpretation, clarification and dissemination to State DFCS. This unit is responsible for
updating the State Plan in accordance with policy. The Program Consultants also provide
guidance to various organizations regarding Medicaid policy including presentations and other
speaking engagements.

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes
TN No: 87-10
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State: Georgia

CUSTOMER SERVICE & RESOLUTION

This Unit is responsible for support services for all Medicaid programs. These support services
includes but or not limited to Administrative Reviews, Appeals, claims resolution of a complex
nature, provider enrollment assistance, prepayment reviews for various programs, all System
Related requirements, i.e., ticket development requirement document, ticket testing for
implementation and reference files updates.

Staff: Director 1 (75/25) SPMP
Administrative Secretary (75/25) SPMP
Secretary 1 (75/25) SPMP
1 - Program Specialist 1 (75/25)
2 - Program Specialist 2 (75/25)
1 - Medicaid Program Consultant
5 - Program Associate (75/25)
1 - Program Operations Specialist (75/25)

Director 1

Support:

2 — Program Specialists 2

1 - Program Specialist 1

Responsible for day to day operations of the Customer Service &
Resolution Unit as well as:

Administrative Secretary - Serves as secretary and assistant to the
Director 1 in the daily technical management of the Customer
Services & Resolution Unit. Organize and coordinates the clerical
operation of the Unit.

Provides technical assistance to Medicaid Program areas regarding
policy revisions and development. Utilizes professional judgment
when making determinations related to Administrative Reviews and
Appeals outcome; supervises two Program Associates responsible
for claims research and provider inquiry support responds.

Establishes policy, monitors compliance, train providers for the
Dialysis program and; responds in writing regarding Providers
Administrative Reviews and Appeals for the hospital and
Ambulatory Surgical Center programs. Supervises one Program
Associate responsible for prepayment review for various programs

TN No: 07-013
Supersedes
TN No: 87-10

Approval Date: 12/18/07 Effective Date: 10/01/07



1 - Medicaid Program

Attachment 1.2-A
Page 7
State: Georgia

Provides technical assistance to all Medicaid Programs

Consultant areas regarding policy revisions and development. Utilizes
professional judgment when making determinations related to
Administrative Reviews and appeals outcome; responds in writing
to Provider's Administrative Review and/or Appeal requests.
Supervise one Program Operations Specialist and two Program
Associates for claims research and provider inquiry support.

Support: Secretary 1- Prepares memoranda, types correspondence and

perform other related office tasks.

5 - Program Accesses information from MMIS and conducts other research to
Associates provide information as needed by the Program Specialist 1 and 2,

and the Medicaid Program Consultant; responds verbally to a large
volume of provider inquiries regarding billing procedures, claims,
and reimbursement inquiries.

1- Program Provides technical assistance to program areas. Prepares basic to
Operations moderately complex reports and correspondence that requires
Specialist researching information from a variety of sources. Responds

verbally and/or in writing to provider inquires regarding problems
with billing procedures, claim's issues and reimbursement.

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07

Supersedes

TN No: 87-10
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HEALTH IMPROVEMENT & WELLNESS UNIT

This unit is responsible for establishing and publishing Title XIX
policies and procedures and reimbursement methodologies for
certain provider services.

Staff:

Staff:

Director 2 (75/25) SPMP
Administrative Secretary (75/25) SPMP
Secretary 1 (75/25) SPMP

Manages service programs (including fee schedules) for
EPSDT, Family Planning, Pregnancy-Related Services, Early
Intervention Case Management, Child Birth Education, Health
Check Children at Risk Targeted Case Management, Pediatric
Waiver(GAPP), Children's Intervention School Services(CISS),
Children's Intervention Services(CIS), and Wellness
initiatives(contracts).

R.N. Program Director 2 (75/25) SPMP
2 R.N. Program Specialist (75/25) SPMP
Program Specialist (50/50)

2 R.N. Strategic Coordinator (75/25/) SPMP)
1 NON- R.N. Strategic Coordinator (50/50)

4 Project Director's 1 (50/50)

Health Improvement and Wellness Unit

R.N.

Medicaid Director 2 oversees

Operation of EPSDT for Federal

CMS Coordination and Compliance, VFC,
Targeted Case Management for Children-at-
Risk Specialist 2 and Strategic Coordinators.

2 R.N.- Program Specialists 2 2 Program Specialists 2. Establishes

Support:

Policy monitor compliance, recruit
And train providers. Programs are:
ESPDT, Perinatal Case Management.
Family planning, GAPP (Pediatric
Waiver) Pregnancy-related Services,
Early Intervention, and Child Birth
Education

Administrative Clerk

TN No: 07-013
Supersedes
TN No: 87-10

Approval Date: 12/18/07 Effective Date: 10/01/07



R.N.- Program Director:

R.N.- Program Specialist 2

Program Specialist 2

Program Associate

Programs: EPSDT, Early Intervention
Case Management, Family Planning,
Children Intervention Services (CIS)
And supervises 2 Program

Specialist 2.

Medicaid Program Specialist 2.

Establishes policy and monitors compliance
of the children's Pediatric waiver (GAPP).
Serves on

Appropriate interdepartmental and
Interdivisional committees as the
department's representative for the
Administration of this programs.

Medicaid Program Specialist.
Establishes policy and monitors
Compliance of the Children's
Intervention School Services (CISS)
Serves on appropriate Inter-
Departmental and interdivisional
Committees as the Department's
Representative for the administration
of the CISS program. Supervises 4
Project Directors who are
Responsible for auditing school
based services

2 administrative Clerks. Accesses
Information from computer terminals
And microfiche/film and conducts
Other research to provide
Information as needed by
Specialists other Department staff.
Responds verbally and/or in writing
to a large volume of provider
Inquires regarding problems with
Program policies, billing procedures
and reimbursement.

Attachment 1.2-A
Page 9
State: Georgia

TN No: 07-013
Supersedes
TN No: 87-10

Approval Date: 12/18/07

Effective Date: 10/01/07
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State: Georgia

HEALTH IMPROVEMENT & WELLNESS UNIT

The Health Improvement & Wellness Unit of the Division of Medical Assistance Plans is
responsible for the Medicaid programs and policies for certain providers of maternal and child
health services. The Division of Medical Assistance Plans is a sub-unit of the Department of
Community Health, the State's health care purchasing agency. The State's Medicaid Chief
appoints the Director of the Health Improvement & Wellness Unit formerly

called Maternal and Child Health Section.

Staff: Director 2 75/25 SPMP
Administrative Assistant 75/25 SPMP

Director 2 Oversees operation of all the programs.

Support: Administrative Assistant: Serves as secretary and

Assistant to the Director in the daily technical
management of the section.

Secretary 1: Serves as secretary to the unit staff and
under the supervision of the Administrative Assistant.

Health Improvement & Wellness

The Health Improvement & Wellness Unit is responsible for the Pregnancy Related Services
(PRS), Perinatal Case Management (PCM), Childbirth Education (CBE), Family Planning, Health
Check, Children At Risk Targeted Case Management, Pediatric Waiver (GAPP), Children's
Intervention Services (CIS), Children's Intervention School Services (CISS) and Early Intervention
Case Management programs. In addition to these programs, the unit

manages several wellness contracts, including Georgia Enhanced Care (disease management
contractors) and Georgia Medicaid Management Program (GAMMP). The Unit develops and
modifies policy to ensure compliance with federal standards, state practice acts, and with advice
from a variety of professional and advocacy groups. Policy staff works with IT system staff to
develop computer system edits to administer the program's policies.

The Program Specialist establishes policies, monitors program compliance, and trains providers.

Staff: Program Director 2 75/25 SPMP

(2) Program Specialist 2 75/25 SPMP

(2) Program Associate 50/50
TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes

TN No: 87-10



Program Director 2

Program Specialist 2
(CISSO Manager)

Attachment 1.2-A
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State: Georgia

Directs the Community Service programs including
Pregnancy Related Services (PRS), Perinatal Case
Management (PCM), Childbirth Education (CBE),
Family Planning programs.

Wellness Staff- under direct supervision of the Director 2
(1) Clinical Member Enrollment Coordinator 75/25 SPMP
(1) Provider Network Coordinator 50/50
(1) Contract Vendor Coordinator 75/25 SPMP

Directly oversees Children Intervention School
Services (CISS) program and 4 Project Directors | staff.

(4) Project Director | 50/50
TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes

TN No: 87-10
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DIVISION OF PHARMACY SERVICES

This division is responsible for establishing and publishing Title XIX policies, procedures, and
reimbursement methodologies for certain provider services.

Staff:  Director (75/25 Pharmacist)
Administrative Assistant (50/50)
Medicaid Program Pharmacy Manager (75/25 Pharmacist)
Pharmacist (part-time) (75/25 Pharmacist)
Clinical Manager (75/25 Pharmacist)
2 Program Associates (50/50)
Medicaid Rebate Coordinator (75/25 Pharmacist)
Drug Rebate Specialist (50/50)

DIRECTOR
Responsible for the overall direction of the pharmacy unit and all operational, fiscal, and policy
components

ADMINISTRATIVE ASSISTANT
Provides administrative support to the Director of Pharmacy Services

MEDICAID PROGRAM PHARMACY MANAGER
Communications, Banner, Web Portal
MMIS Issue — PBM-MMIS/ IS interface point person
Out of State Enrollment
Policy Issues
Reimbursement Issues; GMAC

PHARMACIST (PART-TIME)
Supplemental Rebate Contracting
Special Projects
Prior Authorization/Clinical Support

CLINICAL MANAGER
Prior Authorization Appeals
Prior Authorization vendor management
Clinical protocol development
Clinical Projects

PROGRAM ASSOCIATE
Eligibility Updates
Pharmacy Claims Resolution
Support Pharmacy Operations

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes
TN No: 87-10
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MEDICAL POLICY UNIT_POSITION DESCRIPTIONS

Director (1-FTE)

Directs the activity of the Hospital and Physician's Services Unit. Ensure that goals of the organizations are
reflected and accomplished. Works with subordinate staff, community and advocate groups, trade
organizations, and other branches of government to define objectives and goals in the area of long term
care.

Defines and develops work plan to accomplish organizational goals. Arranges unit resources to accomplish
objectives and goals. Monitors and ensures completion of tasks within defined timeframes. Serves on
and/or chairs committees and task forces as requested, to represent the Department while accomplishing
Department objectives. Develop Unit's organization in such areas as personnel, budget, purchasing,
organizational structure procedures and use of resources.

Prepares and/or manages assigned budgets through sound analytical, reporting and financial
management practices as directed. Works with Section Director and other Department staff to develop
unit budget. Coordinates human resource activities for unit, including recruiting, orienting, monitoring
and otherwise supervising staff of unit.

Administrative Assistant (1)

Under general to limited supervision, provides professional-level administrative support to management
which requires exercise of independent judgment and initiative. Assists in the operation, management
and planning of the organization, coordinates meetings and agendas; represents supervisor in both
internal and external settings. May supervise administrative staff.

Program Specialist 1 (1)

Under general supervision reviews, monitors and ensures compliance with Medicaid policies and
procedures. Provides technical and customer support, conducts training and participates in meetings for
assigned program areas. May supervise clerical and/or support staff.

Program Specialist Medical ( 2 RN)

Under general supervision, reviews, monitors and ensures compliance with Medicaid policies and
procedures. Provides technical and customer support, conducts training and participates in meetings for
assigned program areas. This position requires a skilled medical professional, i.e., registered nurse.

Program Specialist 2 (-1 RN and 2 non-RN's)

Under limited supervision monitors and interprets changes in Federal guidelines and regulations, analyzes
the impact on Medicaid programs, utilization costs of services and makes recommendations for new or
revised policies and procedures. Interprets program policies in the areas of responsibilities; serves as a
resource and DMA representative to assist providers in resolving complex problems. May function as staff
advisor to analysts in areas of responsibility and as primary point of communication with professionals
and groups related to programs in area of assignment. Analyzes the nature and scope of policy related
problems; develops or assists with the development of appropriate corrective measures. Develops
implements and evaluates the surveillance of utilization review process to ensure quality services.

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes

TN No: 87-10
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REGULATORY REVIEW AND CONTRACT MANAGEMENT

The Regulatory Review Unit function is to ensure that State Plan amendments are filed
appropriately. The unit serves as a resource to other departments by researching and
interpreting regulatory requirements and assisting departments to respond to new and revised
State requirements. The unit is responsible for ensuring that all Medicaid policy is produced
accurately and on time. The contract management function monitors the work flow of contract
initiation and execution with Medicaid third party vendors. The functions of this unit are
accomplished by the Director and an operations specialist.

TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes
TN No: 87-10
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THIRD PARTY LIABILITY/ COB

Responsible for the identification, maintenance and recovery of third party resources liable for
the medical cost of the Medicaid member. Assures that Medicaid members and providers are in
compliance with existing federal and state regulations involving Medicaid and third-party

resources.

Staff: Program Director 2 (50/50)
3- Program Specialist Il (50/50)
4 - Operations Analyst 1 (50/50)
Program Associate (50/50)
Clerk 2 General (50/50)
2 — Temporary staff

Program Director 2:

Program Specialist II:

Operations Analyst 1:

Oversees the development and on-going management of programs
with statewide impact in health, education, social services and
human resources management. Establishes program plans, budget
and staffing requirements; and ensures programs are completed
and meet stated objectives.

Monitors and interprets changes in Federal guidelines and
regulations, analyzes the impact on Medicaid programs.

Makes recommendations for new and revised polices and
procedures.

Interprets program policies in the areas of responsibilities; serves
as a resource and Division of Medical Assistance representative to
assist providers in resolving complex problems.

Serves as primary point of communication with professionals and
group related programs in areas of assignment.

Analyzes the nature and scope of policy related problems.
Develops or assists with the development of appropriate corrective
Measures

Gathers, compiles and analyzes data in relation to program
area(s).

Participates in the assessment of program

operations.

Prepares statistical and narrative reports.

Monitors and ensures program compliance.

Provides technical assistance to staff.

TN No: 07-013
Supersedes
TN No: 87-10

Approval Date: 12/18/07 Effective Date: 10/01/07



Program Associate:

Clerk 2 General:

Attachment 1.2-A
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Serves as liaison between the program/administrative/technical
operation, program management and customer.

Researches and analyzes program/operation data.

Maintains financial related records of the program/operation.
Establishes and maintains filing and record-keeping systems in
support of program/operation.

Performs administrative and advanced clerical duties in support of
unit or program area.

Interprets, explains and applies pertinent laws, rules, regulations,
policies, procedures, standards, and guidelines.

Temporary Staff: Performs administrative and clerical duties
TN No: 07-013 Approval Date: 12/18/07 Effective Date: 10/01/07
Supersedes

TN No: 87-10
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The state agency is the medical assistance unit. A description of the organization and functions
of the agency is in Attachment 1.2-A.

TRANSMITTAL 87-10
APPROVED 7-21-87
EFFECTIVE 7-1-87
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GEORGIA DEPARTMENT OF MEDICAL ASSISTANCE
SKILLED PROFESSIONAL MEDICAL PERSONNEL

OPERATIONS
PLANNING & COORDINATION

R.N.

DIVISION OF PROFESSIONAL SERVICES

PHARMACY UNIT

R. Ph.

R. Ph.

R. Ph.

Physician

Support:

July 1, 1991

Medicaid Policy Coordinator.
Responsible for assuring that

the policy used in any of the
program areas reflects current
medical and health standards and
conforms to the Department's total
quality management plan.

Medicaid Policy Coordinator.
Oversees operation of pharmacy,
drug formulary, drug utilization
review program, drug rebate program
and pharmacy investigative functions.

Pharmacist. Reviews complex pharmacy
billing, reviews medical records
documentation and assesses medical
necessity and quality of care

of services provided in all Medicaid
program areas related to pharmacy.

Pharmacist. Maintains drug formulary.
Issues approval/denial for drugs
not on formulary.

Consultant. Reviews administration
of Clozapine.

2 Administrative Clerks
Senior Secretary

TRANSMITTAL 91-28
APPROVED 10-3-91
EFFECTIVE 7-1-91
SUPERSEDES 90-2



INDIVIDUAL PRACTITIONER'S SECTION

R.N.

R.N.

R.N.

Dentists

Physician

Attachment 1.2-C
Page 2
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Medicaid Program Analyst I11.
Establishes policy and medical
coverage determinations for physician,
podiatry, nurse practitioner,

and vision care programs. Determines
computer modifications necessary

to implement changes in policies

and assure compliance with federal
regulations. Supervises MPA II's

in physician services unit.

Medicaid Program Analyst II.
Monitors compliance for physician,
podiatry and nurse practitioner
programs. Monitors precertification
for individual practitioners and
reviews the appeals using medical
judgement. Performs provider
relations, medical liaison and
review functions for physician
services.

Medicaid Program Analyst II.
Monitors compliance for vision

care services. Performs medical
liaison and reviews functions

for physician services programs.
Reviews and determines Maximum
Allowable Payment Schedules and
Allowances for Injectable Drug

List. Performs prior approval

for office surgery, office visits,
nursing home visits, and vision

care services. Performs prepayment
review for multiple surgeries,
mandatory outpatient surgery abortions,
sterilizations and for providers

on prepayment review.

5 Consultants. Issues prior approval
for dental services.

Consultant.

TRANSMITTAL 91-32
APPROVED 11-20-91
EFFECTIVE 11-1-91
SUPERSEDES 91-28



Podiatrist
Optometrist

Support:

DIVISION OF MATERNAL AND CHILD HEALTH

DIRECTOR'S OFFICE

R.N.

Support:
MATERNAL AND CHILD HEALTH SECTION:

R.N.

R.N.

Support:
DIVISION OF COMMUNITY SERVICES
DIRECTOR'S OFFICE

R.N.

Support:

Attachment 1.2-C
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Consultant.
Consultant.

2 Administrative clerks
Principal clerk

Division Director. Oversees operation
of all service programs.

Administrative Secretary.

Medicaid Policy Coordinator.

Oversees operation of EPSDT, Family
Planning, Perinatal Case Management,
Pregnancy-Related Services, Early
Intervention Case Management Program,
Educational Initiative, Day Treatment
for Pregnant Women.

2 Medicaid Program Analysts II.
Establish policy, monitor compliance,
recruit and train providers for

EPSDT, Perinatal Case Management,
Family Planning, Pregnancy-Related
Services, Day Treatment for Substance
Abusing Pregnant women.

Administrative Clerk

Division Director. Oversees operation
of all service programs.

Administrative Secretary. Serves

as secretary and assistant to

the Division Director in the daily
technical management of the Division.

TRANSMITTAL 91-28
APPROVED 10-3-91
EFFECTIVE 7-1-91
SUPERSEDES 90-22



COMMUNITY SERVICES SECTION

R.N.

R.N.

R.N.

RN. (UR)

R.N.

Support:

Attachment 1.2-C
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Medicaid Policy Coordinator.
Oversees the operation of home
health, durable medical equipment,
orthotics & prosthetics, emergency
and non-emergency transportation
and mental health clinic programs.

Medicaid Program Analyst III.
Establishes policy, monitors compliance,
and provides liaison for home

health services. Also, supervises

the Utilization Review staff who

have responsibility for performing
on-site reviews for the Home Health
Services Program.

Medicaid Program Analyst II.

Establishes policy, issues prior approvals and monitors
compliance for Durable Medical Equipment and Orthotics
& Prosthetics services.

Medicaid Program Analyst II.
Performs utilization review for

Home Health services. Reviews
patient records and performs in-home
assessments for compliance with
state and federal regulations

as well as for quality assurance.

Medicaid Program Analyst 1.
Establishes policy, issues prior
approvals and monitors compliance
for Durable Medical Equipment

and Orthotics & Prosthetics services.

Administrative Clerk. Prepares

prior authorizations for review

by the Program Analysts. Accesses
information from computer terminals
and researches microfiche/film

to provide information as needed

by Program Analysts or other Department
staff. Responds both verbally

and/or in writing to a large volume
of provider inquiries regarding
problems with program policies,
billing procedures, claims and
reimbursement.

TRANSMITTAL 91-32
APPROVED 11-20-91
EFFECTIVE 11-1-91
SUPERSEDES 91-28



WAIVERED SERVICES SECTION

R.N.

RN. (UR)

Support:

DIVISION OF PROGRAM COMPLIANCE

UTILIZATION REVIEW SECTION

R.N.

R.N.

Attachment 1.2-C
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2 Senior Secretaries. Prepares
memoranda, types correspondence,
reports, forms, narratives and
performs other related office

tasks. Organizes and coordinates
the clerical operation of the

unit.

Medicaid Program Analyst I11.
Establishes policy and monitors
compliance of the Model Waiver
Program Also, supervises the
Utilization Review staff who have
responsibility for performing
on-site reviews for all programs
in the Waivered Services Unit.

5 Medicaid Program Analysts II.
Utilizing professional judgement
and appropriate criteria, conducts
on-site utilization reviews for
Model Waiver and Community Care
Services Programs to determine
compliance with state and federal
regulations, medical necessity

and quality of client services.

Senior Secretary. Prepares memoranda,
types correspondence, reports,

forms, narratives and performs

other related office tasks. Organizes
and coordinates the clerical operation
of the unit.

Medicaid Policy Coordinator.
Oversees all utilization review
programs; serves as departmental
liaison and expert on UR protocols
for physicians and hospitals.

Medicaid Program Analyst III.
Supports technical development

and enhancements on issues involving
medical necessity and quality

of care.

TRANSMITTAL 91-28
APPROVED 10-3-91
EFFECTIVE 7-1-91
SUPERSEDES (NEW)



R.N.

Support:
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Medicaid Program Analysts II.

Reviews complex hospital and physician
billing, reviews medical records
documentation and assesses medical
necessity and quality of care

of services provided in all Medicaid
program areas.

Principal Secretary
Senior Secretary
Administrative Clerk

DIVISION OF INSTITUTIONAL POLICY AND REIMBURSEMENT

HOSPITAL POLICY SECTION

R.N.

R.N.

Support:

NURSING FACILITY POLICY SECTION

R.N.

R.N.

Support:

SWING-BED, HOSPICE POLICY SECTION

R.N.

Support:

Medicaid Program Analyst I11.
Establishes policy, monitors compliance,
provides liaison for hospital

services.

Medicaid Program Analysts II.
Responsible for hospital utilization
review.

Senior Secretary

Medicaid Program Analyst I11.
Establishes policy, monitors compliance,
provides liaison for nursing facility
services.

Medicaid Program Analyst II.
Responsible for nursing facility
quality assurance and standards.

Senior Secretary

Medicaid Program Analyst I11.
Establishes policy for hospice

and swing-bed programs. Responsible
for precertification program and
out-of-state services.

Administrative Clerk

TRANSMITTAL 91-32
APPROVED 11-20-91
EFFECTIVE 11-1-91
SUPERSEDES 91-28
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HEALTH CENTERS AND CLINICS

R.M.T. Medicaid Program Analyst I11.
Establishes policy and determines
rates for independent labs, rural
health clinics, community health
centers, dialysis centers and
ambulatory surgical centers.

Also, resolves provider and claims
payment problems.

Support: Senior Secretary

TRANSMITTAL 91-32
APPROVED 11-20-91
EFFECTIVE 11-1-91
SUPERSEDES NEW
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ELIGIBILITY DETERMINATION MADE BY STATE OR LOCAL STAFF OF AN AGENCY
OTHER THAN DEPARTMENT OF MEDICAL ASSISTANCE

The eligibility policy is developed by the Department of Medical
Assistance and issued to the Department of Human Resources (DHR).
Policy decisions are made based on Federal and state laws and Federal
regulations. Eligibility determination is made through contract with
the DHR. Local County Departments of Family and Children Services
determine medical assistance eligibility for all non-SSI payment
recipients. Determination for medical assistance eligibility is
completed by eligibility caseworker staff in the local county
Departments of Family and Children Services. These individuals
involved in eligibility determinations also notify clients of initial

eligibility and termination of medical assistance.

TRANSMITTAL 91-31
APPROVED 12-18-91
EFFECTIVE 10-1-91
SUPERSEDES 78-5



Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State: Georgia

Citation 13 Statewide Operation

42 CFR

431.50 (b) The plan is in operation on a Statewide
AT-79-29 basis in accordance with all requirements

of 42 CFR 431.50.

X | The plan is State administered.

The plan is administered by the
political subdivisions of the State
and is mandatory on them.

TN #78-5
Supersedes Approval Date 8/28/78 Effective Date 7/1/77
TN #



Revision:

Citation
42 CFR
431.12(b)
AT-78-90

TN #75-7
Supersedes
TN #

HCFA-AT-80-38 (BPP)
May 22, 1980

State: Georgia

1.4 State Medical Care Advisory Committee

There is an advisory Committee to the Medicaid
agency director on health and medical care
services established in accordance with and
meeting all the requirements of 42 CFR 431.12.

Approval Date  12/30/75 Effective Date

9/29/75



Revision:

Citation

1928 of
the Act

9a

HCFA-PM-94-3 MB
APRIL 1994
State/Territory: Georgia

1.5 Pediatric Immunization Program

1.

The State has implemented a program for the distribution of pediatric
vaccines to program-registered providers for the immunization of
federally vaccine-eligible children in accordance with section 1928 as
indicated below.

a. The State will provide each vaccine-eligible child with medically
appropriate vaccines according to the schedule developed by the
Advisory Committee on Immunization Practices and without
charge for the vaccines.

b. The State will outreach and encourage a variety of providers to
participate in the program and to administer vaccines in multiple
settings, e.g., private health care providers, providers that
receive funds under Title V of the Indian Health Care
Improvement Act, health programs or facilities operated by
Indian tribes, and maintain a list of program-registered
providers.

c. With respect to any population of vaccine-eligible children
a substantial portion of whose parents have limited ability to
speak the English language, the State will identity program-
registered providers who are able to communicate with this
vaccine-eligible population in the language and cultural context
which is most appropriate.

d. The State will instruct program-registered providers to
determine eligibility in accordance with section 1928(b) and (h)
of the Social Security Act.

e. The State will assure that no program-registered provider will
charge more for the administration of the vaccine than the
regional maximum established by the Secretary. The State will
inform program-registered providers of the maximum fee for the
administration of vaccines.

f.  The State will assure that no vaccine-eligible child is
denied vaccines because of an inability to pay an
administration fee.

TN No. 94-039
Supersedes
TN No. New

Approval Date: 2/21/95 Effective Date: 10/1/94
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Revision: HCFA-PM-94-3 MB
APRIL 1994

State/Territory: Georgia

Citation

1928 of the Act 2. The State has not modified or repealed any Immunization
Law in effect as of May 1, 1993 to reduce the amount of
health insurance coverage of pediatric vaccines.

3. The State Medicaid Agency has coordinated with the State
Public Health Agency in the completion of this preprint page.

4, The State agency with overall responsibility for the
implementation and enforcement of the provisions of
section 1928 is:

State Medicaid Agency

X State Public Health Agency

TN No. 94-039

Supersedes Approval Date: 2/21/95 Effective Date: 10/1/94
TN No. New
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1.6 State Option for Managed Care

1932 of the Act
(BBA 1997)

Georgia Better Health Care (GBHC) is the Primary Care Case Management (PCCM) program for the State of Georgia. This
program matches Medicaid recipients to a primary care provider (PCP) who, through an on-going provider/patient
relationship, will provide and coordinate all health care services, including referrals for necessary specialty services, and
maintain 24-hour availability to members. Enrollment with a PCP in GBHC is mandatory for all Medicaid recipients with
the exception of those recipients listed in 1.B. below. The objectives of this program are to improve access to medical care
- particularly primary care services, enhance continuity of care through creation of a "medical home”, and decrease cost
through reduction of unnecessary medical services. Georgia Better Health Care operates as a statewide program. This
proposed SPA will replace the current 1915(b) waiver program.

1. Assurances
A. The State of Georgia assures that all requirements under 1932 and 1905(t), and 42 CFR part 438, as
applicable, will be met for the Primary Care Case Management (PCCM) program, Georgia Better Health
Care (GBHC).

B. The State assures that the following populations will be exempt from enrollment in Georgia Better

Health Care:
9] Individuals who meet the eligibility requirements for receipt of both Medicare and Medicaid
(“dual eligibles™)
(2) American Indians who are members of a Federally-recognized tribe, and
3) Children under 19 years of age who:
(a) are eligible for SSI under Title XVI;
(b) are described in section 1902 (e)(3) of Title XIX of the Social Security Act;
(© are in foster care or other out-of-home placement;
(d) are receiving foster care or adoption assistance under part E of Title IV; or
(e) have, or at increased risk for, a chronic physical, developmental,
behavioral, or emotional condition and who also require health and related
services of a type or amount beyond that generally required by children;
§i) are receiving services through a family-centered, community-based,
coordinated care system receiving grant funds under section 501(a)(1)(D)
of Title V (Children's Medical Services).
Children's Medical Services, administered by the Georgia Division of
Public Health, provides comprehensive, coordinated, community-based,
Title V services for children birth to 21 with chronic medical conditions.
Medical eligibility includes, but is not limited to:
- burns - spina bifida
- cardiac conditions - cerebral palsy
- cystic fibrosis - diabetes mellitus
- hearing disorders - vision disorders
TN No. 11-008 Approval Date: 12-23-11 Effective Date: 11/18/11

Supersedes
TN No. 02-006
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- craniofacial anomalies (including cleft lip /palate)

- gastrointestinal disorders

- neurological and neurosurgical conditions including epilepsy and
hydrocephalus

- orthopedic and/or neuromuscular disorders (scoliosis)

- congenital or traumatic amputations of limbs

Identification for purposes of exemption will be accomplished by encounter and pharmacy claims analysis (high cost, high
utilization, chronic disease diagnosis), recipient self-referral to Member Services or via referral by any provider or state
agency on behalf of the recipient, new recipient questionnaire, and eligibility category. Upon confirmation of the child's
exemption status, exclusion will be noted so the child will not be enrolled in Georgia Better Health Care. Upon notification
that a GBHC enrolled child is in one of the excluded groups outlined above, that child will be disenrolled from GBHC with
the appropriate exclusion code. Services for these children will not require prior authorization and emergency
authorizations (EAs) will be provided for services rendered prior to the disenrollment date.

(4) In addition to those listed in B. (1), (2), (3) above, the State of Georgia will exempt the
following populations from enrollment in GBHC:
(a) Residents of nursing homes, personal care homes or mental health
hospitals or other domiciliary facilities;
(b) Right from the Start Medicaid mothers;
(9 Other recipients with short-term Medicaid enrollment; or
(d) Recipients who have other Third Party Liability (TPL) coverage

C. Enrollment in Georgia Better Health Care is mandatory for the following Medicaid recipients:

(1) Low income Medicaid adults
(2) Low income Medicaid-related adults
(3) SOBRA children

SSI recipients age nineteen (19) and above

D.

TN No. 11-008
Supersedes
TN No. 02-006

Georgia Better Health Care is operational statewide. Individuals in every county have a choice of two
(2) Georgia Better Health Care providers offering primary care case management services within their
county of residence or adjacent counties. Potential enrollees and members will be required to select a
PCP from a list or providers meeting this criterion. In rural areas, if only one PCCM group exists within
the member service area, members will be given a choice between two providers within the PCCM
group. If a selection is not made by the 15th of the month, the member will be assigned a primary care
provider using the process outlined in section G below.

Georgia Better Health Care members are permitted to disenroll with a PCP at any time with cause.
(Cause may be, but is not limited to: members who need covered Medicaid services that are not
provided by the PCP on moral or religious grounds, poor quality care, lack of access to covered
services, lack of access to experienced providers, the enrollee moves out of the PCPs service area.)
Members will be allowed to request a change in PCP during the first 90 days of enrollment and at least
every 12 months thereafter without cause.

Any GBHC member who is disenrolled from a PCP for any reason other than ineligibility for Medicaid
will be immediately assigned to a different PCP using the process outlined in G below.

Approval Date: 12-23-11 Effective Date: 11/18/11
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G. Georgia Better Health Care uses a default enrollment in the event the member does not choose a
provider. The State assures that default enrollment will be based on maintaining existing as well as
historical provider/member relationships to the extent possible. Members are given the opportunity to
choose a primary care provider. If a selection is not made, a provider is auto-assigned to the member
using an algorithm that ensures historical usage, family history, sex, age and geographic proximity.
Historical usage is defined as one paid claim within the last 18 months from a provider. If the claims
history shows the member has prior history with a PCP, the member is assigned to that provider. If no
history with a PCP exists, a search is done for a family member's history with a PCP for assignment.
Lacking any historical or family history, members are assigned to PCPs using an algorithm based on
age, sex, geographic proximity, and in a manner that equitably distributes members among qualified
PCCMs available. Members are notified of the auto-assignment and provided with a list of providers
within the member's service area. If unhappy with an auto-assigned provider, a member may contact
Member Services within the first 90-day period to request a change.

H. Potential enrollees and members are provided information for their service area, in an easily
understood, comparative, chart-like format. The information explains: eligibility requirements and
exclusions; provider and member rights and responsibilities; grievance, fair hearing and appeal
procedures and timeframes; covered items and services; benefits that are not covered by Georgia
Better Health Care; Primary Care Case Management benefits; cost sharing (if applicable); non-English
languages of service area providers; how to obtain services not provided by the PCP (including
referrals to specialists); and to the extent available, quality and performance indicators and member
satisfaction information. This information will be available at enrollment, annually and on request.
Member written materials will be available in English and Spanish and other prevalent languages
identified within a service area. Primary language will be asked of members at the time of enrollment.
Primary language and other languages spoken will be requested at the time of provider enrollment.
Oral interpretive services for information in all languages can be obtained by calling the Customer
Interaction Center. Providers will likewise be required to make written information available in the
prevalent non-English language in its service area. Notification of how to access this information
(regardless of format) will be available at enrollment locations, PCP offices, the State web site and
other contacts as they are identified.

L Access to medically necessary emergency services shall not be restricted. Emergency care means
covered inpatient and outpatient services furnished by a qualified provider that are necessary to
evaluate or stabilize an emergency medical condition that is found to exist using the prudent layperson
standard. Treatment in emergency situations does not require prior authorization from the PCP or
Georgia Better Health Care.

J. Georgia Better Health Care began on a limited basis in 1993. Prior to expansion to a
statewide program in 1998, and through subsequent changes, public comment, from both
providers and recipients, has been considered in the program design and implementation.
Because this SPA will not constitute a change in the program, public notice to members did
not occur. This conversion to Managed Care under the Georgia State Plan will be seamless to
our members. Comments and feedback were solicited from the GBHC Advisory Committee
members whose representation includes practicing providers from throughout the state. We also on an
ongoing basis collect member feedback from the GBHC member services unit.
Public notice of fee changes are done pursuant to policy as mandated by 0.C.G.A. 350-2-.08.
In the future, GBHC will continue to utilize providers from the various physician advisory
committees, recipients currently involved in NET advisory committees, staff liaisons to
advocacy groups that include both providers and recipients, and member satisfaction surveys in the
ongoing development of the GBHC program.

TN No. 11-008 Approval Date: 12-23-11 Effective Date: 11/18/11
Supersedes
TN No. 02-006
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Methodology and Process

Georgia Better Health Care operates a statewide network of providers with sufficient capacity available to
ensure convenient geographic access, choice, and minimum travel times. Once eligibility is determined,
beneficiaries are mailed informational materials regarding Georgia Better Health Care. Included is a list of two
or more primary care providers located geographically convenient to the recipient. Recipients have until the
15th of a month to make a PCP selection. If no choice is made is made, PCP assignment is completed through the
auto-assignment process described in 1.G. above. Members have the opportunity to change their PCP within the
first 90 days of enrollment or reenrollment and at least annually thereafter. Members may change PCP at any
time with cause. Members have access to a toll-free number for Member Services to assist with PCP selection,
PCP changes and access issues that may occur. Periodic surveys are done to access member satisfaction
including travel time to the primary care provider office and wait times for scheduled appointments.

Contracts With Primary Care Providers
The State assures that contracts with Primary Care Providers are in compliance with the terms required under

section 1905(t)(3) and 42 CFR part 438. These are non-risk contracts. Georgia Better Health Care PCCM
providers are reimbursed on a fee-for-service basis, according to the regular Medicaid fee schedule when they
render care to a member. In addition, they are paid a monthly case management fee for each assigned Georgia
Better Health Care member for the purpose of coordinating members' health care services.

A. The following provider types may contract with the Georgia Better Health Care PCCM
Program:

1. Physicians (doctors of medicine or osteopathy) practicing the following specialties:
Family Practice, General Practice, Pediatrics, Internal Medicine and Gynecology

2. Licensed and Certified Advance Nurse Practitioners (ARNPs) specializing in Family
Practice, Pediatrics or Gynecology. Nurse Practitioners in independent practice must also have a
current collaborative agreement with a licensed physician who has hospital admitting privileges

3. Other entities including Rural Health Centers, Community Health Centers, Primary
Care Public Health Department Clinics and Primary Care Hospital Outpatient Clinics.

4. Physician specialists, public health departments, clinics and hospital outpatient clinics may enroll if
they agree to meet the obligations of the PCP role, including the following conditions:

1. Practice must routinely provide primary care services to a majority of its
patients. Any exceptions to this requirement will be considered on a case-by-
case basis for business need

2. Any referrals for specialty care to other members of the same practice may be
reviewed for appropriateness

3. It is preferable that any specialist provider acting in a PCP capacity is willing
to accept a minimum of fifty members to case manage.

In addition to the standard Medicaid provider agreement, all participating PCPs are
required to complete an Application, Statement of Participation and an After-Hours
Telephone Coverage & Provider Accessibility Agreement and successfully complete an
on-site visit.

TN No. 11-008 Approval Date: 12-23-11 Effective Date: 11/18/11
Supersedes
TN No. 02-006
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B. By contractual agreement the PCP agrees to the following PCCM Scope of Services:

1. The PCP is ultimately responsible for managing the total care provided to GBHC
members, serving as the linkage between members and the various services along the
health care continuum.

2. The PCP must provide or arrange PCP coverage for services - including treatment for
emergency medical conditions, consultation, or approval of referrals 24 hours a day, 7
days a week through access by telephone to a live voice.

3. The PCP must be available in the office to provide primary care services a minimum
number of hours each week as specified in the current Part II. Policies and Procedures for
Georgia Better Health Care Services.

4. The PCP may not refuse an assignment or disenroll a member or otherwise
discriminate against a member on the basis of age, sex, race, color, national origin or an
adverse change in the enrollee's health status or due to an enrollee's utilization of
medical services, diminished mental capacity, or uncooperative or disruptive behavior
resulting from his or her special needs except when his or her continued enrollment
seriously impairs the PCP's ability to furnish services to either that enrollee or other
enrollees or when that illness or condition can be better treated by another provider type.
The PCP may not use any policy or practice that has the effect of discriminating on the
basis of age, sex, race, color, national origin or an adverse change in the enrollee's health
status or due to an enrollee's utilization of medical services, diminished mental capacity,
or uncooperative or disruptive behavior resulting from his or her special needs except
when his or her continued enrollment seriously impairs the PCP's ability to furnish
services to either that enrollee or other enrollees or when that illness or condition can be
better treated by another provider type.

5. The PCP must be able to manage elective hospitalizations for members in a manner
that combines access to care with continuity. Therefore, a PCP must have hospital
admitting privileges, or must have a formal arrangement with a physician who does have
hospital admitting privileges and who agrees to abide by the established Georgia Better
Health Care hospital authorization requirements.

6. Each PCP is required to specify the number of recipients the provider is willing to
serve as primary care provider. Unless circumstances exist that require authorization of a
greater number to ensure adequate coverage in an underserved area, the upper limit for a
physician, NP, or PA will be as designated in Part 1. Policies and Procedures for Georgia
Better Health Care Services. There is no minimum requirement except as listed in
I11.A.4.3. above.

7. PCPs must restrict enrollment to recipients who reside sufficiently near one of the
PCP's delivery sites to reach that site within a reasonable time using available and
affordable modes of transportation.

8. The PCP must provide for arrangements with, or referrals to, sufficient numbers of
physicians and other practitioners to ensure that services under the contract can be
furnished to members promptly and without compromise to quality of care.

TN No. 11-008 Approval Date: 12-23-11 Effective Date: 11/18/11
Supersedes
TN No. 02-006
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Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991

State: GEORGIA

SECTION 2 - COVERAGE AND ELIGIBILITY

Citation 2.1 Application, Determination of Eligibility and

42 CFR Furnishing Medicaid

435.10 and

Subpart] (a) The Medicaid agency meets all requirements of

42 CFR Part 435, Subpart ] for processing
applications, determining eligibility, and furnishing

Medicaid.
42 CFR Before a child loses eligibility as a newborn,
435.930 an ex parte determination is made to determine
1902(e) (4) continued eligibility under another Medicaid

coverage. A new application is not required.

TN No. 91-31
Supersedes Approval Date  12-18-91 Effective Date 10-1-91
TN No. 89-23
HCFA ID: 7982E
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Revision: HCFA-PM-93-2 (MB)
MARCH, 1993

State: GEORGIA
Citation

42 CFR 435.914 21(b) (1) Except as provided in items 2.1(b)

1902(a) (34) (2) and (3) below, individuals are

of the Act entitled to Medicaid services under the
plan during the three months preceding the
month of application, if they were, or on
application would have been, eligible.
The effective date of prospective and
retroactive eligibility is specified
in ATTACHMENT 2.6-A.

1902(e) (8) and 2) For individuals who are eligible for

1905(a) of the Act Medicare cost-sharing expenses
as qualified Medicare beneficiaries under
Section 1902(a)(a) (E) (i) of the Act,
coverage is available for services
furnished after the end of the month in
which the individual is first: determined to
be a qualified Medicare beneficiary.
ATTACHMENT 2.6-A specifies the requirements
for determination of eligibility for this

group.

1902 (a) (47) and X 3) Pregnant women are entitled to

1920 of the Act ambulatory prenatal care under the plan
during a presumptive eligibility period in
accordance with Section 1920 of the Act.
ATTACHMENT 2.6-A specifies the requirements
for determination of eligibility for this

group.

42 CFR 434.20 (c) The Medicaid agency elects to enter into a
risk contract with an HMO that is --

_X__Qualified under Title XIII of the
Public Health Service Act or is
provisionally qualified as an HIMO
pursuant to Section 1903 (m) (3) of
the Social Security Act.

X __Not Federally qualified, but meets
the requirements of 42 CFR 434.20(c)
and is defined in ATTACHMENT 2.1-A.

Not applicable.

TN No. 94-027 Approval Date 8-24-94 Effective Date  7-01-94
Supersedes
TN. No. 93-10
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Revision: HCFA-PM-91-6 (MB) OMB No.
September 1991

State/Territory: GEORGIA

Citation

1902(a)(55) 2.1(d) The Medicaid agency has procedures to take

of the Act applications, assist applicants, and perform
initial processing of applications from those low
income pregnant women, infants, and children under
age 19, described in §1902(a) (10)(A) (i) (IV),
(a)(10)(A) (1) (V1), (a) (10)(A) (1) (VII), and
(a)(10)(A)(ii)(IX) at locations other than those
used by the title IV-A program including FQHCs and
disproportionate share hospitals. Such
application forms do not include the ADFC form
except as permitted by HCFA instructions.

Georgia has implemented Section 1902(a)(55) of the Act by outstationing
workers or developing procedures to assure that applications are taken and
clients assisted in completion of same at sites other than the county
locations:

o Inlow usage areas, hospital staff have been trained to take applications and assist clients in
completion of same. Additionally, posters have been placed in prominent places in these facilities and
pamphlets have been placed in waiting areas. Local county eligibility workers are available on
request by the facility;

o Forareas in which health centers or hospitals and county welfare departments are located in
adjacent buildings (or other close proximity), eligibility workers are on call on a daily basis.
Additionally, facility staff have been trained in application procedures and will assist clients in the
application process when county staff are not available (at night or weekends);

o Facility and local county department, by joint agreement, have scheduled county staff on-site at
facility according to facility's identification of need and allocation of space.

TN No. 91-30
Supersedes Approval Date: OCT 22 1992 Effective Date: JUL1 1991
TN No.: NEW HCFA ID: 7985E



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Ceoga Medical Assistance Program

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)
2.1 Application, Determination of Eligibility and Furnishing Medicaid
(Continued)
1902(e)(13) of v/| (¢) Express Lane Option. The Medicaid State agency elects the
the Act option to rely on a finding from an Express Lane agency when

determining whether a child satisfies one or more components of
Medicaid eligibility. The Medicaid State agency agrees to meet all
of the Federal statutory and regulatory requirements for this option.
This authority may not apply to eligibility determinations made
before February 4, 2009, or after September 30, 2013.

(1) The Express Lane option is applied to:

Initial determinations Redeterminations
/| Both

(2) A child is defined as younger than age:
V|19 20 21

(3) The following public agencies are approved by the
Medicaid State agency as Express Lane agencies:

Department of Human Services, Division of Family and Children Services (DFCS) in the
administration of the Supplemental Nutrition Assistance Program (SNAP) and Temporary
Assistance for Needy Families (TANF) Program

TN No.: 22-0004 Approval Date 08/11/22  Effective Date 10/01/22
Supersedes TN No.: NEW




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Seoga Medical Assistance Program

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishing Medicaid
(Continued)

(4) The following component/components of Medicaid eligibility are
determined under the Express Lane option. Also, specify any
differences in budget unit, deeming, income exclusions, income
disregards, or other methodology between Medicaid eligibility
determinations for such children and the determination under the
Express Lane option.

2.1 Application, Determination of Eligibility and Furnishing Medicaid

(4) The DFCS agency will use the Express Lane option for initial determinations and redeterminations. All members eligible for this process have aninitial or form and have been approved for SNAP and/or TANF. The DFCS agency
will use the SNAP and/or TANF income findings, calculated based on SNAP and/or TANF eligibilty policies (income , deeming, etc.) to determine income eligibility for Medicaid. Any SNAP and/or TANF eligible children that
meet SNAP and/or TANF citizenship requirement, must also meet Medicaid citi: DFCS will verify and status according to Medicaid requirements, not based on SNAP and/or TANF requirements.

The following summarizes differences in methodology between Medicaid, SNAP and TANF:

Budget Unit

Medicaid

« The DFCS agency uses Modified Adjusted Gross Income (MAGI) household composition subject to its state plan in determining eligibility. The MAGI Budget Group (BG) consists of tax filers and their tax dependents, or non-tax filers and in their home their spouses,
children under the age of 19 (natural, biological, adopted or step), and for children under the age of 19, natural, biological, adopted and step-parents, and natural, biological, adopted and step siblings under the age of 19. The BG also includes any unborn child of an
individual included in the BG whom is pregnant.

SNAP

« The household composition consists of the individual, individual spouse, minor children under 18 who are under parental control of a household member other than their parent, parents and their children under the age of 22 (biological, adopted or step), and/or all
individuals who purchase and prepare meals together.
TANF

* The household composiion consists of children within the specified degree of relationship to grantee relative. The following meet the : parent (either by birth, legal adoption, o step (upto
sibling (half, whole, step), (up to great-g (including child and grandchild of niece/nephew), frst cousin, first cousin once removed (the child of a first cousin), legal guardian, spouse of any person named in the above group even aher e
marriage is terminated by death or divorce, unless the chnd is born after termination of the marriage.

(5) Check off and describe the option used to satisfy the Screen
and Enroll requirement before a child may be enrolled under title
XXI.

V/[a) Screening threshold established by the Medicaid agency as:

v/| (i) 25 percentage of the Federal poverty level which

exceeds the highest Medicaid income threshold applicable to

a child by a minimum of 30 percentage points: specify
205 percentage of the FPL applicable to a child (0-19) plus 30 percentage points ; or

(i1) percentage of the FPL (describe how this reflects
the value of any differences between income methodologies
of Medicaid and the Express Lane agency:

); or

b) Temporary enrollment pending screen and enroll.

TN No.: 22-0004 Approval Date 08/11/22 Effective Date 10/01/22

Supersedes TN No.: NEW



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Ceoga Medical Assistance Program

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishing Medicaid
(Continued)

(c) State’s regular screen and enroll process for CHIP.

v/|(6) Check off if the State elects the option for automatic enrollment
without a Medicaid application, based on data obtained from other
sources and with the child’s or family’s affirmative consent to the
child’s Medicaid enrollment.

7) Check off if the State elects the option to rely on a finding from an
Express Lane agency that includes gross income or adjusted gross
income shown by State income tax records or returns.

TN No.: 22-0004 Approval Date 08/11/22 Effective Date 10/01/22
Supersedes -
TN No.: NEW__
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State:_ Georgia

Citation 2.2 Coverage and conditions of Eligibility
42 CFR
435.10 Medicaid is available to the groups specified in

ATTACHMENT 2.2-A.

Mandatory categorically needy and other required
special groups only.

Mandatory categorically needy, other required special
groups, and the medically needy, but no other
optional groups.

Mandatory categorically needy, other required special
groups, and specified optional groups.

X Mandatory categorically needy, other required special
groups, specified optional groups, and the medically needy.

The conditions of eligibility that must be met are
specified in ATTACHMENT 2.6-A.

*All applicable requirements of 42 CFR Part 435

and sections 1902(a)(10)(A) (i) (IV), (V), and (VI),
1902(a) (10)(A)(ii)(X1), 1902(a)(10)(E), 1902(1) and (m),
1905(p), (q) and (s), 1920, and 1925 of the Act are met.

*Cite should include 1902(a)(10)(A) (i) (VID).

Georgia does not cover individuals described at 1902(a)(10)(A)(ii) (XI)
and 1902(m).

TN No. 93-042
Supersedes Approval Date: MAR 101994  Effective Date: JUL 11993
TN No. 91-31 HCFA ID: 7982E
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Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938-0193
MARCH 1987

Citation

435.10 and
435.403, and
1902(b) of the
Act, P.L.99-272

State:_ Georgia

2.3 Residence

Medicaid is furnished to eligible individuals who
are residents of the State under 42 CFR 435.403,
regardless of whether or not the individuals

(Section 9529) maintain the residence permanently or maintain it

and P.L. 99-509 at a fixed address.

(Section 9405)

TN No. 87-6

Supersedes Approval Date: AUG 06 1987 Effective Date: APR 11987
TN No. 86-27 HCFA ID: 1006P/0010P
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Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938-0193
MARCH 1987

State: Georgia

Citation 2.4 Blindness

42 CFR 435.530(b)

42 CFR 435.531 All of the requirements of 42 CFR 435.530 and
AT-78-90 42 CFR 435.531 are met. The more restrictive
AT-79-29 definition of blindness in terms of ophthalmic

measurement used in this plan is specified in
ATTACHMENT 2.2-A.

TN No. 87-6
Supersedes Approval Date: AUG 05 1987 Effective Date: APR 11987
TN No. 75-8 HCFA ID: 1006P/0010P
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Revision: HCFA-PM-91-4 (BPD) OMB No. 0938-
August 1991

State: Georgia

Citation 2.5 Disability

42 CFR All of the requirements of 42 CFR 435.540 and 435.541
435.121, are met. The State uses the same definition of
435.540(b) disability used under the SSI program unless a more
435.541 restrictive definition of disability is specified in

Item A.13.b. of Attachment 2.2-A of this plan.

The determination of disability completed by the Social
Security Administration for Supplemental Security Income
(SSI) individuals is accepted as establishing disability

for Medicaid purposes for twelve (12) months following
the month of termination from the SSI program when the
termination is for other than disability reasons.

TN No. 92-17
Supersedes Approval Date: 7-1-92 Effective Date:
TN No. 92-02 HCFA ID: 7982E

4-1-92



16-17
Revision: HCFA-PM-92-1 (MB)
FEBRUARY 1992

State: Georgia

Citation(s) 2.6 Financial Eligibility
(a) The financial eligibility conditions for
42 CFR Medicaid-only eligibility groups and for
435.10 and persons deemed to be cash assistance
Subparts G & H recipients are described in ATTACHMENT 2.6-A.

1902(a) (10)(A)(1)
(1, (1v), (v),
(VD), and (VII),
1902(a) (10) (A)(ii)
(IX), 1902 (a) (10)
(A) (i) (X), 1902
(a) (10) (C),

1902 (f), 1902 ()
and (m),

1905 (p) and (s),
1902(r)(2),

and 1920

Georgia covers individuals and utilizes financial eligibility criteria described at 42 CFR 435 Subparts G and [;
1902(a)(10)(E); 1924 and 1925.

TN No. 92-12

Supersedes Approval Date: 5-20-92 Effective Date: 4-1-92
TN No. 91-31
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Revision: HCFA-PM-86-20  (BERC) OMB No. 0938-0193
SEPTEMBER 1986

State/Territory: Georgia
Citation 2.7 Medicaid Furnished Out of State
431.52 and Medicaid is furnished under the conditions
1902(b) of the specified in 42 CFR 431.52 to an eligible
Act, P.L.99-272 individual who is a resident of the State
(Section 9529) while the individual is in another State, to the

same extent that Medicaid is furnished to residents
in the State.

TN No. 86-27
Supersedes Approval Date: 12-24-86 Effective Date: 10-1-86
TN No. 82-9 HCFA ID 0053C/0061E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory: GEORGIA

SECTION 3 - SERVICES: GENERAL PROVISIONS

Citation 31 Amount, Duration, and Scope of Services

42 CFR (a) Medicaid is provided in accordance with the

Part 440, requirements of 42 CFR Part 440, Subpart B and sections
Subpart B 1902(a), 1902(e), 1905(a), 1905(p), 1915, 1920, and
1902(a), 1902(e), 1925 of the Act.

1905(a), 1905(p),

1915, 1920, and (1) Categorically needy.

1925 of the Act
Services for the categorically needy are described
below and in ATTACHMENT 3.1-A. These services

include:
(i) Each item or service listed in section
1905(a)(1) through (5) and (21) of the Act, is
1902(a) (10)(A) and provided as defined in 42 CFR Part 440,
1905 (a) of the Act Subpart A, or, for EPSDT services, section

1905(r) and 42 CFR Part 441, Subpart B.

(i) Nurse-midwife services listed in section
1905(a) (17) of the Act, as defined in 42 CFR
440.165 are provided to the extent that
nurse-midwives are authorized to practice
under State law or regulation. Nurse-
midwives are permitted to enter into
independent provider agreements with the
Medicaid agency without regard to whether
the nurse-midwife is under the supervision
of, or associated with, a physician or other
health care provider.

I:I Not applicable. Nurse-midwives are not authorized
to practice in this state.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 90-20 HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory: GEORGIA

Citation 3.1(a)(1) Amount Duration, and Scope of Services: Categorically

Needy (Continued)

1902(e) (5) of (iii)  Pregnancy-related, including family planning

the Act services, and postpartum services for a 60-
day period (beginning on the day pregnancy
ends) and any remaining days in the month in
which the 60th day falls are provided to
women who, while pregnant, were eligible for,
applied for, and received medical assistance
on the day the pregnancy ends.

X (iv) Services for medical conditions that may
complicate the pregnancy (other than
pregnancy-related or postpartum services)
are provided to pregnant women.

1902(a)(10), (v) Services related to pregnancy (including
clause (VII) prenatal, delivery, postpartum, and family

of the matter planning services) and to other conditions that
following (F) (VII) may complicate pregnancy are the same

of the Act services provided to poverty level pregnant

women eligible under the provision of
sections 1902(a) (10)(A)(i)(IV) .and
1902(a)(10)(A)(ii) (IX) of the Act.

TN No. 92-34
Supersedes Approval Date 10/29/92 Effective Date 10-1-92
TN NO. 91-31 HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory: GEORGIA

Citation 3.1(a)(1) Amount Duration and Scope of Services:
Categorically Needy (Continued)

1902 (a)(10)(D) of (vi) Home health services are provided to

the Act individuals entitled to nursing facility
services as indicated in item 3.1(b) of this
plan.

1902(e)(7) of (vii)  Inpatient services that are being furnished

the Act to infants and children described in section

1902(1)(1)(B) through (D), or section
1905(n)(2) of the Act on the date the infant
or child attains the maximum age for
coverage under the approved state plan will
continue until the end of the stay for which
the inpatient services are furnished.

1902(e)(9) of the |:| (viii) Respiratory care services are provided to
Act ventilator dependent individuals as
indicated in item 3.1(h) of this plan.

1902(a)(52) (ix) Services are provided to families eligible
and 1925 of the under section 1925 of the Act as indicated
Act in item 3.5 of this plan.

ATTACHMENT 3.1-A identifies the medical and remedial services provided
to the categorically needy, specifics all limitations on the amount, duration
and scope of those services, and lists the additional coverage (that is in
excess of established service limits) for pregnancy-related services and
services for conditions that may complicate the pregnancy.

TN No. 92-34
Supersedes Approval Date 10/29/92 Effective Date 10-1-92
TN NO. 91-31 HCFA ID: 7982E
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AUGUST 1991

State/Territory: GEORGIA

Citation 3.1 Amount, Duration, and Scope of Services (continued)
42 CFR Part 440, (a) (2) Medically needy.
Subpart B

X This State plan covers the medically needy. The services
described below and in ATTACHMENT 3.1-B are provided.

Services for the medically needy include:

1902(a) (10)(C)(iv) (i) If services in an institution for mental diseases (42
of the Act CFR 440.140 and 440.160) or intermediate care
42 CFR 440.220 facility for the mentally retarded (or both) are

provided to any medically needy group, then each
medically needy group is provided either the
services listed in section 1905(a)(1) through (5)
and (17) of the Act, or seven of the services listed in
section 1905(a)(1) through (20). The services are
provided as defined in 42 CFR Part 440, Subpart A
and in sections 1902, 1905, and 1915 of the Act.

I:I Not applicable with respect to nurse-midwife
services under section 1902(a) (17). Nurse-
midwives are not authorized to practice in this

state.
1902(e) (5) of (ii) Prenatal care and delivery services for pregnant
the Act women.
TN No. 92-02
Supersedes Approval Date 2-18-92 Effective Date 1-1-92

TN NO. 91-31 HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory: GEORGIA

Citation 3.1(a)(2) AMOUNT, DURATION AND SCOPE OF SERVICES
MEDICALLY NEEDY (CONT’D)

1902(A)(10)(C) of

the Act (iii)  Pregnancy-related, including family planning services,
and postpartum services for a 60-day period
(beginning on the day the pregnancy ends) and any
remaining days in the month in which the 60th day falls
are provided to women who, while pregnant, were
eligible for, applied for, and received medical
assistance on the day the pregnancy ends.

x | (iv) Services for any other medical condition that may
complicate the pregnancy (other than pregnancy-
related and postpartum services) are provided to
pregnant women.

(v) Ambulatory services, as defined in ATTACHMENT 3.1-
B, for recipients under age 18 and recipients entitled to
institutional services.

Not applicable with respect to recipients
entitled to institutional services; the plan does
not cover those services for the medically
needy.

(vi) Home health services to recipients entitled to nursing
facility services as indicated in item 3.1(b) of this plan.

42 CFR 440.140, (vii)  Services in an institution for mental diseases for
440.150, 440.160 individuals over age 65.

Subpart B,
442.441, (viii) Services in an intermediate care facility for the
Subpart C mentally retarded.

1902(a)(20)
and (21) of (ix) Inpatient psychiatric services (Psychiatric Residential
the Act Treatment Facility) for individuals under age 21.

TN No. 06-015
Supersedes Approval Date 2/28/07 Effective Date 01/01/07
TN NO. 92-34
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory: GEORGIA

Citation 3.1(a)(2) Amount, Duration, and Scope of Services:
Medically Needy (Continued)

1902(e) (9) of I:I (ix) Respiratory care services are provided to
the Act ventilator dependent individuals as indicated in
item 3.1(h) of this plan.

ATTACHMENT 3.1-B identifies the services provided

to each covered group of the medically needy; specifies all
limitations on the amount, duration, and scope of those
items; and specifies the ambulatory services provided under
this plan and any limitations on them. It also lists thel
additional coverage (that is in excess of established service
limits) for pregnancy-related services and services for
conditions that may complicate the pregnancy.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-18 HCFA ID: 7982E
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Revision: HCFA-PM-97-3 (CMBO)
December 1997
State Georgia
Citation 3.1 _Amount, Duration, and Cost of Services (continued)
@3 Other Required Special Groups: Qualified Medicare Beneficiaries
1902(a)(10)(E)(i) Medicare cost sharing for qualified
and clause (VIII) Medicare beneficiaries described in
of the matter section 1905(p) of the Act is provided
following (F), only as indicated in item 3.2 of this
and 1905 (p)(3) plan.
of the Act
1902 (a)(10) (a)(4)(i) Other Required Special Groups: Qualified
(E)(ii) and Disabled and Working Individuals
1905 (e) of the
Act Medicare Part A premiums for qualified disabled and working
individuals described in section 1902 (a)(10) (E)(ii) of the Act are
provided as indicated in item 3.2 of this plan.
1902(a)(10) (ii)  Other Required Special Groups: Specified
(E) (iii) and Low-Income Medicare Beneficiaries
1905 (p) (3) (A) (iD)
of the Act Medicare Part B premiums for specified low-income Medicare
beneficiaries described in section 1902(a)(10)(E)(iii) of the Act
are provided as indicated in item 3.2 of this plan.
1902(a)(10) (iii)  Other Required Special Groups: Qualifying
(E)(iv)(1D1905(p)(3) Individuals - 1
(A)(ii), and 1933 of
the Act Medicare Part B premiums for qualifying individuals described in
1902(a)(10)(E)(iv)(I) and subject to 1933 of the Act are provided
as indicated in item 3.2 of this plan.
TN No. 98-002
Supersedes Approval Date 6/16/98 Effective Date 01-01-98

TN NO.93-010

HCFA ID: 7982E



21--continued
Revision: HCFA-PM-97-3 (CMBO)
December 1997

State Georgia

1902(a)(10) (iv) Other Required Special Groups: Qualifying

(E)(iv)(11), 1905(p)(3) Individuals - 2

(A)(iv) (1), 1905(p)(3)

the Act The portion of the amount of increase to the Medicare Part B

premium attributable to the Home Health provisions for qualifying
individuals described in 1902(A)(10)(E)(iv) (II) and subject to
1933 of the Act are provided as indicated in item 3.2 of this plan.

1925 of the (a)(5) Other Required Special Groups: Families
Act Receiving Extended Medicaid Benefits

Extended Medicaid benefits for families described in section 1925
of the Act are provided as indicated in item 3.5 of this plan.

TN No. 98-002
Supersedes Approval Date 6/16/98 Effective Date 01-01-98
TN NO. 93-31 HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: GEORGIA
Citation 31 Amount, Duration, and Scope of Services (Continued)
Sec. 245A(h) (a)(6) Limited Coverage for Certain Aliens
of the
Immigration and (i) Aliens granted lawful temporary resident status under
Nationality Act section 245A of the Immigration and Nationality Act

who meet the financial and categorical eligibility
requirements under the approved State Medicaid plan
are provided the services covered under the plan if
they--

(A) Are aged, blind, or disabled individuals as defined in
section 1614(a)(1) of the Act;

(B) Are children under 18 years of age; or

(C) Are Cuban or Haitian entrants as defined In section
501(e) (1) and (2) (A) of P.L. 96-422 in effect on
April 1, 1983.

(ii) Except for emergency services and pregnancy-related
services, as defined in 42 CFR 447.53(b) aliens granted
lawful temporary resident status under section 245A of
the Immigration and Nationality Act who are not
identified in items 3:1(a)(6)(i)(A) through (C) above,
and who meet the financial and categorical eligibility
requirements under the approved state plan are
provided services under the plan no earlier than five
years from the date the alien is granted lawful
temporary resident status.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-18 HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: GEORGIA
Citation 3.1 (a)(6) Amount, Duration, and scope of Services: Limited Coverage for Certain

Aliens (continued)

1902(a) and 1903(v) (iii) Aliens who are not lawfully admitted for permanent residence

of the Act or otherwise permanently residing in the United States under
color of law who meet the eligibility conditions under this plan,
except for the requirement for receipt of AFDC, SSI, or a State
supplementary payment, are provided Medicaid only for care
and services necessary for the treatment of an emergency
medical condition (including emergency labor and delivery) as
defined in section 1903(v) (3) of the Act.

1905(a)(9) of (a)(7) Homeless Individuals.

the Act
Clinic services furnished to eligible individuals who do not reside in a permanent
dwelling or do not have a fixed home or mailing address are provided without
restrictions regarding the site at which the services are furnished.

Presumptively Eligible Pregnant Women
(a)(8) Ambulatory prenatal care for pregnant women is provided during a

1902(a) (47) presumptive eligibility period if the care is furnished by a provider that is
and 1920 of X eligible for payment under the State plan.
the Act

(a)(9) EPSDT Services.
42 CFR 441.55

50 FR 43654 The Medicaid agency meets the requirements of sections 1902(a) (43),
1902(a) (43), 1905(a)(4)(B), and 1905(r) of the Act with respect to early and periodic
1905(a)(4)(B). screening, diagnostic, and treatment (EPSDT) services.

and 1905 (r) of

the Act

TN No. 93-010

Supersedes Approval Date MAY 7 1993  Effective Date JAN 11993

TN NO.92-02 HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory: GEORGIA
Citation 3.1(a)(9) Amount, Duration, and Scope of Services: EPSDT Services
(continued)
42 CFR 441.60 The Medicaid agency has in effect agreements with

continuing care providers. Described below are the
methods employed to assure the providers' compliance
with their agreements.

42 CFR 440240 (a)(10) Comparability of Services

and 440.250 ) ) ) )
Except for those items or services for which sections

1902(a), 1902(a)(10), 1903(v), 1915 and 1925 of the Act,

1902(a) and 1902 42 CFR 440.250, and section 245A of the Immigration and
(a) (10), 1902(a) (52), Nationality Act, permit exceptions:

1903(v), 1915(g), and

1925(b)(4) of the Act )] Services made available to the categorically needy

are equal in amount, duration, and scope for each
categorically needy person.

(ii) The amount, duration, and scope of services made
available to the categorically needy are equal to or
greater than those, made available to the medically
needy.

(iii)  Services made available to the medically needy are
equal in amount, duration, and scope for each person
in a medically needy coverage group

X | (iv)  Additional coverage for pregnancy-related services
and services for conditions that may complicate the
pregnancy are equal for categorically and medically
needy.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. 90-36 HCFA ID: 7982E
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Revision: HCFA-AT-80-38 (BPP)
May 22,1980

State: GEORGIA

Citation 3.1(b) Home health services are provided in

42 CFR Part accordance with the requirements of 42CFR

440, Subpart B 441.15.

42 CFR 441.15

AT-78-90 (1) Home health services are provided to all categorically
AT-80-34 needy individuals 21 years of age or over.

(2) Home health services are provided to all categorically
needy individuals under 21 years of age,

x | Yes

Not applicable. The state plan
does not provide for skilled
nursing facility services for
such individuals.

(3) Home health services are provided to the medically
needy:

Yes, to all

x | Yes, to individuals age 21 or
over; SNF services are provided

Yes, to individuals under age
21; SNF services are provided

NO, SNF services are not provided

Not applicable; the medically
needy are not included under
this plan.

TN # 85-10
Supersedes Approval Date  3-29-85 Effective Date 1-1-85
TN #79-13
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Revision: HCFA-PM-93-8 (BPD)
December 1993
State/Territory: GEORGIA
Citation 3.1 Amount, Duration, and Scope of Services (continued)
42 CFR 431.53 (c) (1) Assurance of Transportation

Provision is made for assuring necessary transportation

of recipients to and from providers. Methods used to
assure such transportation are described in ATTACHMENT
3.1-D.

42 CFR 483.10 (c) (2) Payment for Nursing Facility Services

The State includes in nursing facility services at
least the items and services specified in 42 CFR 483.10

(c) (8) (-

TN #93-051
Supersedes Approval Date  1-28-94 Effective Date 10-1-93
TN #91-031
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Revision: HCFA-AT-80-38 (BPP)

May 22,1980
State Georgia
Citation 3.1(d) Methods and Standards to Assure
42 CFR 440.260 Quality of Services
AT-78-90
The standards established and the
methods used to assure high quality
care are described in ATTACHMENT 3.1-C.
TN # 76-14
Supersedes Approval Date  6/10/77 Effective Date 11/1/76

TN #



26
Revision: HCFA-AT-80-38 (BPP)

May 22,1980
State Georgia
Citation 3.1(e) Family Planning Services
42 CFR 441.20
AT-78-90 The requirements of 42 CFR 441.20 are met
regarding freedom from coercion or pressure
of mind and conscience, and freedom of
choice of method to be used for family
planning.
TN #76-14
Supersedes Approval Date  6/10/77 Effective Date 11/1/76

TN #
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Revision: HCFA-PM-87-5 (BERC) OMB No.: 0938-0193
APRIL 1987
State/Territory: Georgia
Citation 3.1 (f) (1) Optometric Services
42 CFR 441.30
AT-78-90 Optometric services (other than those provided

under §§435.531 and 436.531) are not now but
were previously provided under the plan.
Services of the type an optometrist is legally
authorized to perform are specifically included
in the term "physicians' services" under this
plan and are reimbursed whether furnished by a
physician or an optometrist.

Yes.

No. The conditions described in the first
sentence apply but the term "physicians’
services" does not specifically include
services of the type an optometrist is
legally authorized to perform.

x | Notapplicable. The conditions in the
first sentence do not apply.

1903(i) (1) (2) Organ Transplant Procedures
of the Act,
P.L.99-272 Organ transplant procedures are provided.
(Section 9507)
No.

x | Yes.Similarly situated individuals are
treated alike and any restriction on the
facilities that may, or practitioners who
may, provide those procedures is consistent
with the accessibility of high quality care

to individuals eligible for the procedures
under this plan. Standards for the

coverage of organ transplant procedures are
described at ATTACHMENT 3.1-E.

TN # 87-6
Supersedes Approval Date  AUG 06 1987 Effective Date APR 11987
TN #76-14 HCFA ID: 1008P/0011P

* U.S. GOVERNMENT PRINTING OFFICE. 1987-181-270/60174
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Revision: HCFA-PM-87-4 (BERCQ) OMB No.: 0938-0193
MARCH 1987

State/Territory: Georgia

Citation 3.1(g) Participation by Indian Health Service Facilities

42 CFR 431.110(b)

AT-78-90 Indian Health Service facilities are accepted as
providers, in accordance with 42 CFR 431.110(b), on
the same basis as other qualified providers.

1902 (e)(9) of (h) Respiratory Care Services for Ventilator-Dependent Individuals
the Act,

P.L.99-509 Respiratory care services, as defined in

(Section 9408) section 1902(e) (9)(C) of the Act, are provided

under the plan to individuals who—

(1) Are medically dependent on a ventilator for
life support at least six hours per day;

(2) Have been so dependent as inpatients during a
single stay or a continuous stay in one or more
hospitals, SNFs or ICFs for the lesser of--

30 consecutive days;

days (the maximum number of inpatient
days allowed under the State plan);

(3) Except for home respiratory care, would require
respiratory care on an inpatient basis in a
hospital, SNF, or ICF for which Medicaid
payments would be made;

(4) Have adequate social support services to be
cared for at home; and

(5) wish to be cared for at home.

Yes. The requirements of section 1902(e)(9) of the
Act are met.

X | Notapplicable. These services are not included in
the plan.

TN # 87-6
Supersedes Approval Date  AUG 06 1987 Effective Date APR 11987
TN #78-2 HCFA ID: 1008P/0011P
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Revision: HCFA-PM-93-2 (MB)
MARCH 1993
State Georgia
Citation 3.2 Coordination of Medicaid with Medicare and Other Insurance

(a) Premiums

(1) Medicare Part A and Part B

1902(a) (10) (E) (i) and (i) Qualified Medicare Beneficiary
1905(p)(1) of the Act (QMB)

The Medicaid agency pays Medicare
Part A premiums (if applicable) and
Part B premiums for individuals in

the QMB group defined in [tem A.25 of
ATTACHMENT 2.2-A, by the following
method:

Group premium payment
arrangement for Part A

X Buy-In agreement for
X PartA X PartB

The Medicaid agency pays
premiums, for which the
beneficiary would be liable, for
enrollment in an HMO
participating in Medicare.

TN No. 93-010

Supersedes Approval Date  May 7 1993 Effective Date
TN No. 91-31

JAN 11993



Revision: HCFA-PM-97-3
December 1997

Citation

1902(a)(10)(E)(ii)
And 1905 (s) of the Act (ii)

1902(a)(10)(E)(iii)
And 1905(p)(3)(A)(ii)
of the Act (iii)

1902(a)(10)(E)(iv)(D),
1905(p)(3)(A)(ii), and

29a

State: GEORGIA

Qualified Disabled and Working Individual (QDWI)

The Medicaid agency pays Medicare Part A premiums

under a group premium payment arrangement, subject to
any contribution required as described in Attachment 4.18-E,
for individuals in the QDWI group defined in item A.26 of
Attachment 2.2-A of this plan.

Specified Low-Income Medicare Beneficiary (SLMB)

The Medicaid agency pays Medicare part B premiums
under the State buy-in process for individuals in the
SLMB group defined in item A.27 of Attachment 2.2-A
of this plan.

1933 of the Act (iv) ualifying Individual-1 (Q1-1
The Medicaid agency pays Medicare Part B premiums
under the State buy-in process for individuals described in
1902 (a) (10) (E) (iv) (I) and subject to 1933 of the Act.
TN. No: 07-017
Supersedes Approval Date  02-05-08 Effective Date  01/01/08

TN. No: 98-002



29b

State Georgia

Citation

1843(b) and 1905 (a) (vi) Other Medicaid Recipients

of the Act and The Medicaid agency pays Medicare Part B premiums to
42 CFR 431.025 make Medicare Part B coverage available to the following
individuals:

X _All individuals who are: (a) receiving benefits under titles I, IV-
A, X, X1V, or XVI (AABD or SSI), b) receiving state supplements under
title XVI; or ¢) withing a group listed at 42 CFR 431.625(d)(2).

X Individuals receiving title II or Railroad Retirement benefits.

X Medically needy individuals (FFP is not available for this

group).
1902(a)(30) (2) Other Health Insurance
and 1905(a)
of the Act ____The Medicaid agency pays insurance premiums for medical or any other
type of remedial care to maintain a third party resource for Medicaid
covered services provided to eligible individuals (except individuals 65
years of age or older and disabled individuals, entitled to Medicare Part A
but not enrolled in Medicare Part B),
TN. No: 98-002
Supersedes Approval Date  6/16/98 Effective Date  01-01-98

TN. No: 93-010



Revision: HCFA-PM-93-2

MARCH 1993

State

29c
(MB)

Georgia

Citation

1902 (a) (30), 1902 (n),
1905(a),and 1916 of the
Act

Sections 1902

(2)(10)(E) (i) and
1905(p)(3) of the Act

1902(a)(10), 1902(a)(30),
and 1905(a) of the Act

42 CFR 431.625

1902(a)(10), 1902(a)(30),
1905(a), and 1905(p)
of the Act

(b) Deductibles/Coinsurance

(1) Medicare Part A and B

Supplement 1 to ATTACHMENT 4.19-B
describes the methods and standards for establishing

payment rates for services covered under Medicare,
and/or the methodology for payment of Medicare
deductible and coinsurance amounts, to the extent
available for each of the following groups.

(i) Qualified Medicare Beneficiaries (QMBS)
The Medicaid agency pays Medicare Part A and Part

B deductible and coinsurance amounts for QMBS
(subject to any nominal Medicaid copayment) for
all services available under Medicare.

(ii) Other Medicaid Recipients
The Medicaid agency pays for Medicaid services

also covered under Medicare and furnished to
recipients entitled to Medicare (subject to any
nominal Medicaid copayment): For services
furnished to individuals who are described in
section 3.2(a)(1)(iv), payment is made as follows:

For the entire range of available under
Medicare Part B.

X __Only for the amount, duration, and scope of
services otherwise available under this plan.

(iii) Dual Eligible--QMB plus

The Medicaid agency pays Medicare Part A and
Part B deductible and coinsurance amounts for
all services available under Medicare and pays
for all Medicaid services furnished to individuals
eligible both as QMBs and categorically or
medically needy (subject to any nominal
Medicaid copayment).

TN. No: 93-010
Supersedes
TN. No: 92-34

Approval Date  MAY 7 1993 Effective Date JAN 11993



29d

Additional State Plan Option for Providing Premium Assistance
CHIP Medicaid

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Georgia
Medical Assistance Program

Condition

Citation Condition or Requirement

1906 of the Act

(c) Premiums, Deductibles, Coinsurance and Other Cost Sharing
Obligations

The Medicaid agency pays all premiums, deductibles,
coinsurance and other cost sharing obligations for items and
services covered under the State plan (subject to any nominal
Medicaid copayment) for eligible individuals in employer-based
cost-effective group health plans.

When coverage for eligible family members is not possible
unless ineligible family members enroll, the Medicaid agency
pays premiums for enrollment of other family members when
cost effective. In addition, the eligible individual is entitled to
services covered by the State plan which are not included in the
group health plan. Guidelines for determining cost effectiveness
are described in section 4.22(h).

1906A of the Act (c)-1 _X__Premiums, Deductibles, Coinsurance and Other Cost

Sharing Obligations

The Medicaid agency pays all premiums, deductibles,
coinsurance and other cost sharing obligations for items and
services covered under the State plan, as specified in the
qualified employer-sponsored coverage, without regard to
limitations specified in section 1916 or section 1916A of the Act,
for eligible individuals under age 19 who have access to and
elect to enroll in such coverage. The eligible individual is
entitled to services covered by the State plan which are not
included in the employer-sponsored coverage. For qualified
employer-sponsored coverage, the employer must contribute at
least 40 percent of the premium cost.

TN. No: 10-017
Supersedes
TN. No: 94-009

Approval Date  3-11-11 Effective Date 11-1-10




29e

Additional State Plan Option for Providing Premium Assistance
CHIP Medicaid

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Georgia
Medical Assistance Program

Condition Citation Condition or Requirement

When coverage for eligible family members under age 19 is not
possible unless an ineligible parent enrolls, the Medicaid agency
pays premiums for enrollment of the ineligible parent, and, at the
parent's option, other ineligible family members. The agency
also pays deductibles, coinsurance and other cost sharing
obligations for items and services covered under the State plan
for the ineligible parent.

1902(a)(10)(F) of (d) The Medicaid agency pays premiums for individuals
the Act described in item 19 of Attachment 2.2-A.

TN No.: 10-017
Supersedes Approval Date  3-11-11 Effective Date 11-1-10
TN No. NEW




30
Revision: HCFA-AT-80-38 (BPP)

May 22, 1980
State Georgia

Citation 3.3 Medicaid for Individuals Age 65 or over in Institutions for

42 CFR 441.101, Mental Diseases

42 CFR 431.620 (c)

and (d) Medicaid is provided for individuals 65 years of age or older

AT-79-29 who are patients in institutions for mental diseases.
Yes. The requirements of 42 CFR Part 441,
Subpart C, and 42 CFR 431.620(c) and (d) are
met.

X Not applicable. Medicaid is not provided to aged

individuals in such institutions under this plan.

TN. No # 85-21

Supersedes Approval Date  9-20-85 Effective Date  9-26-85

TN No. #76-14
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Revision: HCFA-AT-80-38 (BPP)

May 22, 1980
State Georgia
Citation 3.4 Special Requirements Applicable to
42 CFR 441.252 Sterilization Procedures
AT-78-99
All requirements of 42 CFR Part 441, Subpart F
are met.
TN. #79-1
Supersedes Approval Date 5/1/79 Effective Date 3/8/79

TN #



31a

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State

Citation
1902(a) (52)
and 1925 of
the Act

GEORGIA

35

(a)

(b)

Families Receiving Extended Medicaid Benefits

Services provided to families during the first
6-month period of extended Medicaid benefits under
Section 1925 of the Act are equal in amount,
duration, and scope to services provided to
categorically needy AFDC recipients as described in
ATTACHMENT 3.1-A (or may be greater if provided
through a caretaker relative employer's health
insurance plan).

Services provided to families during the second
6-month period of extended Medicaid benefits under
section 1925 of the Act are--

X Equal in amount, duration, and scope to

services provided to categorically needy AFDC

recipients as described in ATTACHMENT 3.1-A (or
may be greater if provided through a caretaker
relative employer's health insurance plan).

Equal in amount, duration, and scope to

services provided to categorically needy AFDC
recipients, (or may be greater if provided
through a caretaker relative employer's health
insurance plan) minus any one or more of the
following acute services:

Nursing facility services (other than
services in an institution for mental
diseases) for individuals 21 years of age or
older.

Medical or remedial care provided by
licensed practitioners.

Home health services.

TN No. #91-31
Supersedes
TN No. 90-30

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7982E



31b
Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State GEORGIA

Citation 3.5 Families Receiving Extended Medicaid Benefits (Continued)

D Private duty nursing services.
D Physical therapy and related services.

D Other diagnostic, screening, preventive, and
rehabilitation services.

D Inpatient hospital services and nursing
facility services for individuals 65 years
of age or over in an institution for mental
diseases.

D Intermediate care facility services for the
mentally retarded.

Inpatient psychiatric services for
individuals under age 21.

D Hospice services.

D Respiratory care services.

D Any other medical care and any other type of
remedial care recognized under state law and
specified by the Secretary.

TN No. #91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN No. 87-6 HCFA ID: 7982E



31c
Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State GEORGIA
Citation 3.5 Families Receiving Extended Medicaid Benefits (Continued)

() |:| The agency pays the family's premiums, enrollment
fees, deductibles, coinsurance, and similar costs
for health plans offered by the caretaker's
employer as payments for medical assistance—

|:| 1st 6 months |:| 2nd 6 months

|:| The agency requires caretakers to enroll in
employers' health plans as a condition of
eligibility.

|:| 1st 6 mos. |:| 2nd 6 mos.

(d)|:| (D The Medicaid agency provides assistance to
families during the second 6-month period of
extended Medicaid benefits through the
following alternative methods:

Enrollment in the family option of an
employer's health plan.

Enrollment in the family option of a State
employee health plan.

Enrollment in the state health plan for the
uninsured.

Enrollment in an eligible health maintenance
organization (HMO) with a prepaid enrollment
of less than 50 percent Medicaid recipients
(except recipients of extended Medicaid).

TN No. #91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN No. 90-15 HCFA ID: 7982E



31d
Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State GEORGIA
Citation 3.5 Families Receiving Extended Medicaid Benefits (Continued)

Supplement 2 to ATTACHMENT 3.1-A specifies and
describes the alternative health care plan(s)
offered, including requirements for assuring that
recipients have access to services of adequate

quality.
(2) The agency--

(i) Pays all premiums and enrollment fees imposed
on the family for such plan(s).

E (ii) Pays all deductibles and coinsurance imposed on
the family for such plan(s).

TN No. #91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN No. 90-15 HCFA ID: 7982E



32
Revision: HCFA-PM-87-4  (BERC) OMB No.: 0938-0193
March 1987

State/Territory: Georgia

SECTION 4 - GENERAL PROGRAM ADMINISTRATION

Citation 4.1 Methods of Administration
42 CFR431.15
AT-79-29 The Medicaid agency employs methods of administration

found by the Secretary of Health and Human Services to
be necessary for the proper and efficient operation of

the plan.
TN No. 87-6
Supersedes Approval Date AUG 06 1987 Effective Date APR 1 1987
TN No. 75-7

HCFA ID: 1010P/0012P
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Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938-0193
March 1987

State Georgia

Citation 4.2 Hearings for Applicants and Recipients

42 CFR431.202

AT-79-29 The Medicaid agency has a system of hearings
AT-80-34 that meets all the requirements of 42 CFR Part

431, SubpartE.

TN No. 75-7
Supersedes Approval Date  12/30/75 Effective Date 1/1/74

TN No.



34
Revision: HCFA-AT-87-9  (BERC) OMB No.: 0938-0193
AUGUST 1987

State/Territory: Georgia

Citation 4.3 Safeguarding Information on Applicants and Recipients
42 CFR 431.301
AT-79-29 Under State statute which imposes legal sanctions,

safeguards are provided that restrict the use or
disclosure of information concerning applicants and
recipients to purposes directly connected with the
administration of the plan.

52 FR 5967 All other requirements of 42 CFR Part 431, Subpart F are met.
TN No. 87-18
Supersedes Approval Date  11/9/87 Effective Date 10/15/87

TN No. 75-7 HCFA ID: 1010P/0012P
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Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938-0193
MARCH 1987

State/Territory: ___Georgia

Citation 4.4 Medicaid Quality Control

TN No. 87-23
Supersedes Approval Date  1/12/88 Effective Date 1/30/88
TN No. 87-6 HCFA ID: 1010P/0012P



36
Revision: HCFA-PM-88-10 (BERC)

OMB No.: 0938-0193
SEPTEMBER 1988

State/Territory: __Georgia

Citation 4.5 Medicaid Agency Fraud Detection and Investigation Program
42 CFR 455.12
AT-78-90 The Medicaid agency has established and will maintain
48 FR 3742 methods, criteria, and procedures that meet all
52 FR 48817 requirements of 42 CFR 455.13 through 455.21 and 455.23
for prevention and control of program fraud and abuse.
TN No. 88-26
Supersedes Approval Date  12/1/88 Effective Date 10/1/88
TN No. 88-6

HCFA ID: 1010P/0012P
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New HCFA-PM-99-3 (CMSO)

JUNE 1999
State GA.
Citation 4.5a Medicaid Agency Fraud Detection and Investigation Program
Section 1902 (a)(64) of
the Social Security Act The Medicaid agency has established a mechanism to receive reports
PL 105-33 from beneficiaries and others and compile data concerning alleged
instances of waste, fraud, and abuse relating to the operation of this
title.
TN No. 99-016
Supersedes Approval Date  Nov 17 1999 Effective Date JUL 01 1999

TN No. New



Attachment 4.5
Page 36b
State Georgia

GENERAL PROGRAM ADMINISTRATION
4.5 Medicaid Recovery Audit Contractor Program

Citation

Section
1902(a)(42)(B)(i)

of the Social Security
Act

Section
1902(a)(42)(B)() (D
of the Act

___ The State has established a
program under which it will contract
with one or more recovery audit
contractors (RACs) for the purpose of
identifying underpayments and
overpayments of Medicaid claims
under the State plan and under any
waiver of the State plan.

XXX The State is seeking an

exception to establishing such program
for the following reasons:
The State will establish on or by April
1, 2012 one or more Medicaid
Recovery Audit Contractors.

___ The State/Medicaid agency has
contracts of the type(s) listed in
section 1902(a)(42)(B)(ii)(I) of the
Act. All contracts meet the
requirements of the statute, RACs are
consistent with the statute.

Place a check mark to provide
assurance of the following:

XXX The State will make payments
to the RAC(s) only from amounts
recovered.

X _The State will make payments
to the RAC(s) on a contingent basis
for collecting overpayments.

TN No.: 12-001
Supersedes
TN No.: 10-019

Approval Date: 03-21-12

Effective Date: 01-01-12



Attachment 4.5
Page 36¢
State Georgia

GENERAL PROGRAM ADMINISTRATION
4.5 Medicaid Recovery Audit Contractor Program

Section 1902 (a)(42)(B)(ii)(1I)(aa) of the
Act

The following payment methodology

shall be used to determine State payments
to Medicaid RACs for identification and
recovery of overpayments (e.g., the
percentage of the contingency fee):

_XX The State attests that the
contingency fee rate paid to the
Medicaid RAC will not exceed the
highest rate paid to Medicare RACs, as
published in the Federal Register.

_____The State attests that the
contingency fee paid to the

Medicaid RAC will exceed the highest
rate paid to Medicare RACs, as
published in the Federal Register. The
State will only submit for FFP up to the
amount equivalent to that published
rate.

____The contingency fee rate paid

to the Medicaid RAC that will

exceed the highest rate paid to
Medicare RACs, as published in the
Federal Register. The State will
submit a justification for that rate and
will submit for FFP for the full
amount of the contingency fee.

Section 1902 (a)(42)(B)(ii)(II) (bb)
of the Act

The following payment methodology
shall be used to determine State
payments to Medicaid RACs for the
identification of underpayments (e.g.,
amount of flat fee, the percentage of the
contingency fee):

_XX The State attests that the
contingency fee rate paid to the
Medicaid RAC will not exceed the
highest rate paid to Medicare RACs, as

TN No.: 12-001
Supersedes:
TN No.: 10-019

Approval Date: 03-21-12

Effective Date: 01-01-12



Attachment 4.5
Page 36d
State Georgia

GENERAL PROGRAM ADMINISTRATION
4.5 Medicaid Recovery Audit Contractor Program

Section 1902

(a)(42)(B)(ii) (111)
of the Act

Section 1902

(a)(42)(B) (i) (1V) (aa)
of the Act

published in the Federal Register.

XXX The State has an adequate
appeal process in place for entities to
appeal any adverse determination made
by the Medicaid RAC(s).

XXX The State assures that the
amounts expended by the State to carry
out the program will be amounts
expended as necessary for the proper
and efficient administration of the State
plan or a waiver of the plan.

Section 1902 (a)(42)(B)(ii) (IV(bb) of
the Act

Section 1902 (a)(42)(B)(ii)(IV)(cc) Of
the Act

XXX The State assures that the
recovered amounts will be
subject to a State's quarterly
expenditure estimates and funding of
the State's share.

XXX Efforts of the Medicaid
RAC(s) will be coordinated with other
contractors or entities performing
audits of entities receiving payments
under the State plan or waiver in the
State, and/or State and Federal law
enforcement entities and the CMS
Medicaid Integrity Program.

§ 455.508(f), we prescribe a maximum
look back period of 3 years from the
date of the claim. The state is asking
for an exception to this look back
period, we would like for it to mirror
our state policy of 5 year record
retention.

TN No.: 12-001
Supersedes:
TN No.: 10-019

Approval Date: 03-21-12

Effective Date: 01-01-12
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

Citation 4.6 Reports

42 CFR 431.16

AT-79-29 The Medicaid agency will submit all
reports in the form and with the content
required by the Secretary, and will comply
with any provisions that the Secretary
finds necessary to verify and assure the
correctness of the reports. All
requirements of 42 CFR 431.16 are met.

TN#77-11

Supersedes: Approval Date: 2/23/78 Effective Date: 10/1/77

TN #
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia
Citation 4.7 Maintenance of Records
42 CFR431.17
AT-79-29 The Medicaid agency maintains or supervises

the maintenance of records necessary for the
proper and efficient operation of the plan,
including records regarding applications,
determination of eligibility, the provision of
medical assistance, and administrative costs,
and statistical, fiscal and other records
necessary for reporting and accountability,
and retains these records in accordance with
Federal requirements, All requirements of 42
CFR 431.17 are met.

TN #77-11

Supersedes: Approval Date: 2/23/78 Effective Date: 10/1/77
TN #
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

Citation 4.8 Availability of Agency Program Manuals
42 CFR 431.18 (b)
AT-79-29 Program manuals and other policy issuances that

affect the public, including the Medicaid
agency's rules and regulations governing
eligibility, need and amount of assistance,
recipient rights and responsibilities, and
services offered by the agency are maintained
in the State office and in each local and
district office for examination, upon request,
by individuals for review, study, or
reproduction. All requirements of 42 CFR
431.18 are met.

TN #75-7
Supersedes: Approval Date: 12/30/75 Effective Date: 1/1/74
TN #
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

Citation 4.9 Reporting Provider Payments to Internal Revenue Service
42 CFR 433.37
AT-78-90 There are procedures implemented in

accordance with 42 CFR 433.37 for
identification of providers of services by
social security number or by employer
identification number and for reporting

the information required by the Internal
Revenue Code (26 U.S.C. 6041) with respect
to payment for services under the plan.

TN #75-7
Supersedes: Approval Date: 12/30/75 Effective Date: 1/1/74
TN #
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Revision: HCFA-PM-99-3 (CMSO)
JUNE 1999

State: Georgia

Citation 4.10 Free Choice of Providers

TN No.99-016
Supersedes: Approval Date: Nov 17, 1999 Effective Date: July 1, 1999
TN No. 92-09
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State: Georgia

Citation 4.11 Relations with Standard-Setting and Survey Agencies

TN # 75-7
Supersedes: Approval Date: 12/30/75 Effective Date: 1/1/74
TN #
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State: Georgia

Citation 4.11(d) The Standards and Licensure Unit

42 CFR 431.610 Office of Regulatory Services Division of Administrative Services
AT-78-90 Georgia Department of Human Resources (agency) which is the
AT-89-34 State agency responsible for licensing health institutions,

determines if institutions and agencies meet the requirements
for participation in the Medicaid program. The requirements in
42 CFR. 431.610(e), (f) and (g) are met.

TN: 88-3 TRANSMITTAL 88-3
Supersedes TN 75-7 APPROVED 3-23-88

Date of receipt 3/11/88 EFFECTIVE 1-1-88
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State: Georgia

Citation 4.12 Consultation to Medical Facilities
CFR 431.105 (b)
AT-78-90 (a) Consultative services are provided

by health and other appropriate
State agencies to hospitals, nursing
facilities; home health agencies,
clinics and laboratories in
accordance with 42 CFR 431.105(b).

(b) Similar services are provided to
other types of facilities providing
medical care to individuals
receiving services under the
programs specified in 42 CFR
431.105 (b).

Yes, as listed below:

X Not applicable. Similar
services are not provided to
other types of medical

facilities.
TN #75-7
Supersedes: Approval Date: 12/30/75 Effective Date: 1/1/74

TN #
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Revision: HCFA-PM-91-4 (BPD) OMB No. : 0938-
AUGUST 1991

State/Territory: ____GEORGIA

Citation 4.13 Required Provider Agreement

With respect to agreements between the Medicaid agency
and each provider furnishing services under the plan:

42 CFR 431.107 (a) For all providers, the requirements of 42 CFR
431.107 and 42 CFR Part 442, Subparts A and B (if
applicable) are met.

42 CFR Part 483 () For providers of NF services, the requirements
1919 of the of 42 CFR Part 483., Subpart B, and section

Act 1919 of the Act are also met.

42 CFR Part 483, (c) For providers of ICF/MR services, the

Subpart D requirements of participation in 42 CFR Part 483,

Subpart D are also met.

1920 of the Act (d) For each provider that is eligible under
the plan to furnish ambulatory prenatal
care to pregnant women during a presumptive
eligibility period, all the requirements of
section 1920(b)(2) and (c) are met.

X Not applicable. Ambulatory prenatal care is
not provided to pregnant women during a
presumptive eligibility period.

TN No. 91-31
Supersedes: Approval Date: 12-18-91 Effective Date: 10-1-91
TN No. 87-23 HCFA ID: 7982E



45(a)

Revision: HCFA-PM-91-9 (mMB) OMB No.:
October 1991

State/Territory: ____GEORGIA

Citation

1902(a)(58)

1902(w) 4.13 (e) For each provider receiving funds under
the plan, all the requirements for
advance directives of section 1902 (w) are
met:

(1) Hospitals, nursing facilities,
providers of home health care or
personal care services, hospice
programs, health maintenance
organizations and health insuring
organizations are required to do the
following:

(a) Maintain written policies and
procedures with respect to all
adult individuals receiving
medical care by or through the
provider or organization about
their rights under State law to
make decisions concerning medical
care, including the right to
accept or refuse medical or
surgical treatment and the right
to formulate advance directives.

(b) Provide written information to all
adult individuals on their

policies concerning implementation
of such rights;

(c) Document in the individual's
medical records whether or not the
individual has executed an advance
directive;

(d) Not condition the provision of
care or otherwise discriminate
against an individual based on
whether or not the individual has
executed an advance directive;

(e) Ensure compliance with
requirements of State Law (whether

TN No. 91-34
Supersedes: Approval Date: 12-4-91 Effective Date: 12-1-91
TN No. (New) HCFA ID: 7982E



45(b)

Revision: HCFA-PM-91-9 (mMB) OMB No.:
October 1991

State/Territory: GEORGIA

statutory or recognized by the
courts) concerning advance
directives; and

(f) Provide (individually or with
others) for education for staff
and the community on issues
concerning advance directives.

(2) Providers will furnish the written
information described in paragraph
(1)(a) to all adult individuals at

the time specified below:

(a) Hospitals at the time an
individual is admitted as an
inpatient.

(b) Nursing facilities when the
individual is admitted as a
resident.

(c) Providers of home health care or
personal care services before the
individual comes under the care of
the provider;

(d) Hospice program at the time of
initial receipt of hospice care by
the individual from the program;
and

(e) Health maintenance organizations
at the time of enrollment of the
individual with the organization.

(3) Attachment 4.34A describes law of the
State (whether statutory or as recognized by the courts of the
State) concerning advance directives.

Not applicable. No State law
or court decision exist
regarding advance directives.

TN No. 91-34
Supersedes: Approval Date: 12-4-91 Effective Date: 12-1-91
TN No. (New) HCFA ID: 7982E
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Revision: HCFA-PM-91-10 (MB)
December 1991

State/Territory: GEORGIA

Citation 4.14 Utilization/Quality Control

TN No. 92-09
Supersedes: Approval Date: 4-7-92 Effective Date: 1-1-92
TN No. 88-26
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Revision: HCFA-PM-85-3 (BERC)
MAY 1985

State: __Georgia

OMB NO. 0938-0193

Citation 4.14 () The Medicaid agency meets the requirements
42 CFR 456.2 of 42 CFR Part 456, Subpart C, for
50 FR 15312 control of the utilization of inpatient

hospital services.

Utilization and medical review are
performed by & Utilization and Quality
Control Peer Review Organization designated
under 42 CFR Part 462 that has a contract
with the agency to perform those reviews.

Utilization review is performed in
accordance with 42 CFR Part 456, Subpart H,
that specifies the conditions of a waiver

of the requirements of Subpart C for:

All hospitals (other than mental
hospitals).

Those specified in the waiver.

X | No waivers have been granted.

TN No. 85-20
Supersedes: Approval Date: 8-15-85 Effective Date: 7-1-85
TN No. 75-7 HCFA ID: 0048P/0002P
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Revision: HCFA-PM-85-7 (BERC) OMB No.: 0938-0193
1985

STATE/Territory: Georgia

Citation
42 CFR 456.2 4.14 (© The Medicaid agency meets the requirements
50 FR 15312 of 42 CFR Part 456, Subpart D, for
control of utilization of inpatient
services in mental health hospitals.
O Utilization and medical review are
performed by & Utilization and Quality
Control Peer Review Organization designated
under 42 CFR Part 462 that has a contract
with the agency to perform those reviews.
(I Utilization review is performed in
accordance with 42 CFR Part 456, Subpart H,
that specifies the conditions of a waiver
of the requirements of Subpart D for:
(] All mental hospitals
(] Those specified in the waiver.
(I No waivers have been granted.
O Not applicable, Inpatient services in mental
hospitals are not provided under this plan.
TN No. 06-015
Supersedes: Approval Date: 02/28/07 Effective Date: 01/01/07

TN No. 85-21
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Revision: HCFA-PM-85-3 (BERC)
May 1985

State: ___Georgia

OMB No.: 0938-0193

Citation 4.14 (d) The Medicaid agency meets the requirements of
42 CFR 456.2 42 CFR Part 456, Subpart E, for the control of
50 FR 15312 utilization of skilled nursing facility

services.

Utilization and medical review are
performed by a Utilization and Quality
Control Peer Review Organization designated
under 42 CFR Part 462 that has a contract
with the agency to perform those reviews.

x | Utilization review is performed in
accordance with 42 CFR Part 456, Subpart H,
that specifies the conditions of a waiver

of the requirements of Subpart E for:

x | All skilled nursing facilities.

Those specified in the waiver.

No waivers have been granted.

TN No. 85-20
Supersedes: Approval Date: 8-15-85 Effective Date: 7-1-85
TN No. 75-7



Revision: HCFA-PM-85-3 (BERC)
May 1985

State: Georgia

Citation 4.14
42 CFR 456.2

50 FR 15312

TN No. 85-20
Supersedes:
TN No. 75-7

50

OMB No.: 0938-0193

(e) The Medicaid agency meets the requirements
of 42 CFR Part 456, Subpart F, for control
of the utilization of intermediate care
facility services. Utilization review in
facilities is provided through:

Facility-based review.

Direct review by personnel of the medical
assistance unit of the State agency.

Personnel under contract to the medical
assistance unit of the State agency.

Utilization and Quality Control Peer Review
Organizations.

X Another method as described in ATTACHMENT
4.14-A.

Two or more of the above methods.
ATTACHMENT 4.14-B describes the
circumstances under which each method is
used.

Not applicable. Intermediate care facility
services are not provided under this plan.

Approval Date: 8-15-85 Effective Date: 7-1-85
HCFA ID: 0048P/0002P
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Revision: HCFA-PM-91-10 (MB)
December 1991

State: __Georgia

Citation 4.14 Utilization /Quality Control (Continued)

TN No. 92-09
Supersedes: Approval Date: 4-7-92 Effective Date: 1-1-92
TN No. 87-6
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Revision: HCFA-PM-92-2  (BERC)
1992

STATE/Territory: Georgia

Citation 4.15 Inspection of Care in Intermediate Care Facilities for the
Mentally Retarded, Facilities Providing Inpatient Psychiatric
Services for Individuals Under 21(Psychiatric Residential

Treatment Facilities) and Mental Hospitals

TN No. 06-015
Supersedes: Approval Date: 02/28/07 Effective Date: 01/01/07
TN No. 92-14
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State: Georgia

Citation 4.16 Relations with State Health and Vocational
42 CFR 431.615(c) Rehabilitation Agencies and Title V
AT-78-90 Grantees

The Medicaid agency has cooperative
arrangements with State health and
vocational rehabilitation agencies and
with title V grantees, that meet the
requirements of 42 CFR 431.615.

ATTACHMENT 4.16-A describes the
cooperative arrangements with the health
and vocational rehabilitation agencies.

TN #76-7
Supersedes: Approval Date: 11/4/76 Effective Date: 7/29/76
TN #



Revision: HCFA-PM-95-3 (MB)
May 1995

53

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Citation

42 CFR 433.36(c) 4.17
1902 (a) (18) and

1917 (a) and (b) of

the Act
(a)
X
X
X
TN No. 06-012
Supersedes:

TN No. 04-012

State/Territory: GEORGIA

Liens and Adjustments or Recoveries

Liens

The State imposes liens against an individual's real property
on account of medical assistance paid or to be paid.

The State complies with the requirements of section 1917(a)
of the Act and regulations at 42 CFR 433.36(c)-(g) with
respect to any lien imposed against the property of any
individual prior to his or her death on account of medical
assistance paid or to be paid on his or her behalf.

The State imposes liens on real property on account of
benefits incorrectly paid.

The State imposes TEFRA liens 1917(a)(1)(B) on real
property of an individual who is an inpatient of a nursing
facility, ICF/MR, or other medical institution, where the
individual is required to contribute toward the cost of
institutional care all but a minimal amount of income required
for personal needs.

The procedures by the State for determining that an
institutionalized individual cannot reasonably be expected to
be discharged are specified in Attachment 4.17-A. (Note: If
the State indicates in its State plan that it is imposing TEFRA
liens, then the State is required to determine whether an
institutionalized individual is permanently institutionalized
and afford these individuals notice, hearing procedure, and
due process requirements.)

The State imposes liens on both real and personal property of
an individual after the individual's death.

Approval Date: 11/08/06 Effective Date: 07/01/06



53a

Revision: HCFA-PM-95-3 (MB)
May 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

(s)] Adjustments or Recoveries

The State complies with the requirements of section 1917(b)
of the Act and regulations at 42 CFR 433.36 (h)-(i).

Adjustments or recoveries for Medicaid claims correctly
paid are as follows:

(D For permanently institutionalized individuals,
adjustments or recoveries are made from the
individual's estate or upon sale of the property
subject to a lien imposed because of medical
assistance paid on behalf of the individual for
services provided in a nursing facility, ICF/MR, or
other medical institution.

X Adjustments or recoveries are made for
all other medical assistance paid on
behalf of the individual.

(2) The State determines "permanent institutional
status” of individuals under the age of 55 other
than those with respect to whom it imposes liens on
real property under §1917 (a)(1)(B) (even if it
does not impose those liens).

(3) For any individual who received medical assistance
at age 55 or older, adjustments or recoveries of
payments are made from the individual's estate for
nursing facility services, home and community-
based services, and related hospital and
prescription drug services.

X In addition to adjustment or recovery of
payments for services listed above,
payments are adjusted or recovered for
other services under the State Plan as
listed below:

X Recovers for all approved medical
assistance, for Medicaid recipients age
55 and over, except for Medicare cost
sharing as specified at
4.17(b)(3 - Continued).

TN No. 10-018
Supersedes: Approval Date: 03-16-11 Effective Date: 10/1/2010
TN No. 04-012



53a-1

Revision: HCFA-PM-95-3 (MB)
May 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

4.17 (b) Adjustments or Recoveries

(3) (Continued)
Limitations on Estate Recovery - Medicare Cost Sharing:

(i) Medical assistance for Medicare cost sharing is
protected from estate recovery for the following
categories of dual eligibles: QMB, SLMB, Q],
QDWI, QMB plus full Medicaid, SLMB plus full
Medicaid. This protection extends to medical
assistance for four Medicare cost sharing benefits:
(Part A and B premiums, deductibles, coinsurance,
co-payments) with dates of service on or after
January 1,2010. The date of service for
deductibles, coinsurance, and co-payments is the
date the request for payment is received by the
State Medicaid Agency. The date of service for
premiums is the date the State Medicaid Agency
paid the premium.

(ii) In addition to being a qualified dual eligible the
individual must also be age 55 or over. The above
protection from estate recovery for Medicare cost
sharing benefits (premiums, deductibles,
coinsurance, co-payments) applies to approved
mandatory (i.e., nursing facility, home and
community-based services, and related prescription
drugs and hospital services) as well as optional
Medicaid services identified in the State plan,
which are applicable to the categories of duals
referenced above.

TN No. 10-018
Supersedes: Approval Date: 03-16-11 Effective Date: 10/1/10

TN No. NEW
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

1917(b)1(C)

TN No. 06-014
Supersedes
TN No. 06-012

(4)

If an individual covered under a long-term care
insurance policy received benefits for which assets
or resources were disregarded as provided for in
Supplement 8c Attachment 2.6-A, (State Long-
Term Care Insurance Partnership), the State does
not seek adjustment or recovery from the
individual's estate for the amount of assets or
resources disregarded.

Approval Date 01/18/07
Effective Date: 01/01/07
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Revision: HCFA-PM-95-3 (mMB)
May 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

(© Adjustments or Recoveries: Limitations

The State complies with the requirements or section 1917(b)(2) of the
Act and regulations at 42 CFR §433.36(h)-(i).

(1)

(2)

(3)

TN No. 04-012
Supersedes
TN No. New

Adjustment or recovery of medical assistance correctly paid
will be made only after the death of the individual's surviving
spouse, and only when the individual has no surviving child
who is either under age 21, blind or disabled.

With respect to liens on the home of any individual who the
State determines is permanently institutionalized and who
must as a condition of receiving services in the institution
apply their income to the cost of care, the State will not seek
adjustment or recovery of medical assistance correctly paid on
behalf of the individual until such time as none of the
following individuals are residing in the individual's home:

(a) a sibling of the individual (who was residing in the
individual's home for at least one year immediately
before the date that the individual was
institutionalized), or

(b) a child of the individual (who was residing in the
individual's home for at least two years
immediately before the date that the individual was
institutionalized) who established to the
satisfaction of the State that the care the child
provided permitted the individual to reside at home
rather than become institutionalized.

No money payments under another program are reduced as a
means of adjusting or recovering Medicaid claims incorrectly
paid.

Approval Date 07/07/05 Effective Date: 10/01/04
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Revision: HCFA-PM-95-3 (mMB)
May 1995

(d)

TN No. 04-012
Supersedes
TN No. New

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

Attachment 4.17-A

(D Specifies the procedures for determining that an institutionalized
individual cannot reasonably be expected to be discharged from
the medical institution and return home. The description of the
procedure meets the requirements of 42 CFR 433.36(d).

(2) Specifies the criteria by which a son or daughter can establish
that he or she has been providing care, as specified under 42
CFR 433.36(f).

(3) Defines the following terms:

= Estate (at a minimum, estate as defined under State
probate law). Except for the grandfathered States
listed in section 4.17(b)(3), if the State provides a
disregard for assets or resources for any individual
who received or is entitled to receive benefits under a long
term care insurance policy, the definition of
estate must include all real, personal property and
assets of an individual (including any property or
assets in which the individual had any legal title or
interest at the time of death to the extent of the
interest and also including the assets conveyed
through devices such as joint tenancy, life estate,
living trust, or other arrangement),

= Individual's home,

= Equity interest in the home,

= Residing in the home for atleast 1 or 2 years,

=  Ona continuous basis,

= Discharge from the medical institution and return
=  home, and

= Lawfully residing.

Approval Date 07/07/05 Effective Date: 10/01/04
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Revision: HCFA-PM-95-3 (mMB)
May 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

(4) Describes the standards and procedures for waiving estate
recovery when it would cause undue hardship.

(5) Defines when adjustment or recovery is not cost-effective.
Defines cost-effective and included methodology or thresholds
used to determine cost-effectiveness.

(6) Describes collection procedures. Includes advance notice
requirements, specifies the method for applying for a waiver,
hearing and appeals procedure, and the time frames involved.

TN No. 04-012
Supersedes Approval Date 07/07/05 Effective Date: 10/01/04
TN No. New
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Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991
State/Territory: GEORGIA

Citation 4.18 Recipient Cost Sharing and similar Charges

42 CFR 447.51

through 447.58 (a) Unless a waiver under 42 CFR 431.55 (g)

applies, deductibles, coinsurance rates, and
copayments do not exceed the maximum allowable
charges under 42 CFR 447.54.

1916 (a) and (b)

of the Act () Except as specified in items 4.18 (b) (4), (5),
and (6) below, with respect to individuals
covered as categorically needy or as qualified
Medicare beneficiaries (as defined in section
1905 (p) (1) of the Act) under the plan:

(D No enrollment fee, premium, or similar
charge is imposed under the plan.

X (2) No deductible, coinsurance, copayment, or
similar charge is imposed under the plan
for the following:

8))] Services to individuals under age
18, or under--

Age 19
Age 20
X Age21

Reasonable categories of
individuals who are age 18 or
older, but under age 21, to whom
charges apply are listed below, if
applicable.

(i) Services to pregnant women related
to the pregnancy or any other
medical condition that may
complicate the pregnancy.

TN No. 93-29
Supersedes Approval Date 3-10-94 Effective Date: 7-1-93
TN No. 91-31
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Revision: HCFA-PM-91-4 (BPD) OMB NO.:
AUGUST 1991
State/Territory: GEORGIA

Citation

4.18 (b) (2) (Continued)

42 CFR 447.51

through

447.58 (iii) All services furnished to
pregnant women.

[ ] Notapplicable. Charges apply
for services to pregnant women
unrelated to the pregnancy.

(iv) Services furnished to any
individual who is an inpatient in
a hospital, long-term care
facility, or other medical
institution, if the individual is
required, as a condition of
receiving services in the
institution, to spend for medical
care costs all but a minimal
amount of his or her income
required for personal needs.

) Emergency services if the
services meet the requirements in
42 CFR 447.53 (b) (4).

(vi) Family planning services and
supplies furnished to individuals
of childbearing .age.

(vii) Services furnished by a health
maintenance organization in which
the individual is' enrolled.
1916 of the Act,
P.L.99-272
(Section 9505) (viii)  Services furnished to an P.L. 99-
Individual receiving hospice care,
as defined in section 1905 (o) of the Act.

TN No. 93-29
Supersedes Approval Date 3-10-94 Effective Date: 7-1-93
TN No. 91-31

0938-



56

Revision: HCFA-PM-91-4 (BPD) OMB NO.:
AUGUST 1991
State/Territory: GEORGIA
Citation
4.18 (b) (Continued)
42 CFR 447.51 (3) Unless a waiver under 42 CFR 431.55 (g)
Through applies, nominal deductible, coinsurance,
447.48 copayment, or similar charges are imposed
for services that are not excluded from
such charges under item (b) (2) above.
Not applicable. No such charges
are imposed.
i) For any service, no more than one
type of charge is imposed.
(ii) Charges apply to services furnished
to the following age groups:
18 or older
19 or older
20 or older
x | 21or older
I:I Charges apply to services furnished
to the following reasonable
categories of individuals listed
below who are 18 years of age or
older but under age 21.
TN No. 93-29
Supersedes Approval Date 3-10-94 Effective Date: 7-1-93

TN No. 91-31

0938-
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Revision: HCFA-PM-91-4 (BPD) OMB NO.:
AUGUST 1991
State/Territory: GEORGIA
Citation
4.18 (b) (3) (Continued)
42 CFR 447.51 (iii) For the categorically needy and
through 447.58 qualified Medicare beneficiaries,

ATTACHMENT 4.18-A specifies the:

(A) Service (s) for which a
charge(s) is applied;

(B) Nature of the charge imposed
on each service;

Q) Amount (s) of and basis for
determining the charge (s);

(D) Method used to collect the
charge (s) ;

(E) Basis for determining whether
an individual is unable to
pay the charge and the means
by which such an individual
is identified to providers;

03] Procedures for implementing
and enforcing the exclusions
from cost sharing contained
in 42 CFR 447.53 (b); and

(G) Cumulative maximum that

TN No. 93-29
Supersedes Approval Date 3-10-94
TN No. 91-31

applies to all deductible,
coinsurance or copayment
charges imposed on a
specified time period.

x | Notapplicable. There
is no maximum.

Effective Date: 7-1-93

0938-
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Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991
State/Territory: GEORGIA
Citation
1916 (c) of 4.18 (b) (4) |:| A monthly premium is imposed on pregnant
the Act women and infants who are covered under

1902 (a) (52)
and 1925 (b)
of the Act

1916 (d) of
the Act

418 (b) (5) [ |

418 (b) (6) [ ]

section 1902 (a) (10) (A) (ii) (IX) of the Act
and whose income equals or exceeds 150
percent of the Federal poverty level
applicable to a family of the size involved. The
requirements of section 1916 (c) of the Act
are met. ATTACHMENT 4.18-D specifies the
method the State uses for determining the
premium and the criteria for determining
what constitutes undue hardship for waiving
payment of premiums by recipients.

For families receiving extended benefits
during a second 6-month period under section
1925 of the Act, a monthly premium is
imposed in accordance with sections 1925 (b)
(4) and (5) of the Act.

A monthly premium, set on a sliding scale,
imposed on qualified disabled and working
individuals who are covered under section
1902 (a) (10) (E) (ii) of the Act and whose
income exceeds 150 percent (but does not
exceed 200 percent) of the Federal poverty
level applicable to a family of the size
involved. The requirements of section
1916(d) of the Act are met. ATTACHMENT
4.18-E specifies the method and standards
the State uses for determining the premium.

TN No. 93-29
Supersedes
TN No. 91-31

Approval Date 3-10-94

Effective Date: 7-1-93



56¢

Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991

State/Territory: GEORGIA

Citation

4.18 (c) Individuals are covered as medically needy

under the plan.

42 CFR 447.51
through 447.58

(D X An enrollment fee, premium or similar
charge is imposed. ATTACHMENT 4.18-B
specifies the amount of and liability
period for such charges subject to

the maximum allowable charges in 42
CFR 447.52 (b) and defines the State's
policy regarding the effect on

recipients of non-payment of the
enrollment fee, premium, or similar
charge.

447.51 through (2) No deductible, coinsurance,

447.58 copayment, or similar charge is
imposed under the plan for the
following:

8))] Services to individuals under
age 18, or under--

Age 19

Age 20

x | Age21

Reasonable categories of
individuals who are age 18, but
under age 21, to whom charges
apply are listed below, if
applicable:

TN No. 93-29
Supersedes Approval Date 3-10-94 Effective Date: 7-1-93
TN No. 91-31



56d

Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991
State/Territory: GEORGIA

Citation

4.18 (c) (2) (Continued)

42 CFR 447.51 (i) Services to pregnant women related to
Through the pregnancy or any other medical
447.58 condition that may complicate the
pregnancy
(iii) All services furnished to pregnant
women.

Not applicable. Charges apply
for services to pregnant women
unrelated to the pregnancy.

(iv) Services furnished to any individual
who is an inpatient in a hospital,
long-term care facility, or other
medical institution, if the individual
is required, as a condition of
receiving services in the institution,
to spend for medical care costs all
but a minimal amount of his income
required for personal needs.

) Emergency services if the services
meet the requirements in 42 CFR
447.53 (b) (4).

(vi) Family planning services and supplies
furnished to individuals of
childbearing age.

1916 of the Act, (vii) Services furnished to an individual
P.L.99-272 receiving hospice care, as defined in
(Section 9505) section 1905 (o) of the Act.

447.51 through (viii)  Services provided by a health
447.58 maintenance organization (HMO) to

enrolled individuals.

X Not applicable. No such charges
are imposed.

TN No. 93-29
Supersedes Approval Date 3-10-94 Effective Date: 7-1-93
TN No. 91-31



56e

Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991
State/Territory: GEORGIA

Citation

4.18 () (3) Unless a waiver under 42 CFR 431.55 (g)
applies, nominal deductible, coinsurance,
copayment, or similar charges are imposed on
services that are not excluded from such
charges under item (b) (2) above.

X Not applicable. No such charges are
imposed.
)] For any service, no more than one type
of charge is imposed.
(i) Charges apply to services furnished to
the following age group:
18 or older
19 or older
20 or older
21 or older
Reasonable categories of individuals
who are 18 years of age, but under 21,
to whom charges apply are listed below,
if applicable:
TN No. 93-29
Supersedes Approval Date 3-10-94 Effective Date: 7-1-93

TN No. 91-31
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Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991
State/Territory: GEORGIA

Citation

4.18 (c) (3) (Continued)

447.51 through (iii) For the medically needy, and other
447.58 optional groups, ATTACHMENT 4.18-C
specifies the:

(A) Service (s) for which charge (s) is
applied;

(B) Nature of the charge imposed on
each service;

Q Amount (s) of and basis for
determining the charge (s);

(D) Method used to collect the
charge (s);

(E) Basis for determining whether an
individual is unable to pay the
charge (s) and the means by which
such an individual is identified
to providers;

(B Procedures for implementing and
enforcing the exclusions from
cost sharing contained in 42 CFR
447.53 (b); and

(G) Cumulative maximum that applies
to all deductible, coinsurance,
or copayment charges imposed on a
family during a specified time
period.

X Not applicable. There is no
maximum.

TN No. 93-29
Supersedes Approval Date 3-10-94 Effective Date: 7-1-93
TN No. 91-31



57

Revision: HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991
State/Territory: GEORGIA

Citation 4.19 Payment for Services

42 CFR 447.252 (a) The Medicaid agency meets the requirements of

1902(a)(13) 42 CFR Part 447, Subpart C, and sections

and 1923 of 1902(a)(13) and 1923 of the Act with respect to

the Act payment for inpatient hospital services.

ATTACHMENT 4.19-A describes the methods and
standards used to determine rates for payment for
inpatient hospital services.

Inappropriate level of care days are covered and
are paid under the state plan at lower rates than
other inpatient hospital services, reflecting the
level of care actually received, in a manner
consistent with section 1861 (v) (1) (G) of the Act.

x | Inappropriate level of care days are not covered.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date: 10-1-91
TN No. 87-6 HCFA ID: 7982E



Revision:

Citation

42 CFR 447.201
42 CFR 447.302
52 FR 28648
1902(a)(13)(E)
1903(a)(l) and
(n), 1920, and
1926 of the Act

TN No. 92-02
Supersedes
TN No. 91-31

HCFA-PM-91-4 (BPD) OMB NO.: 0938-
AUGUST 1991

State/Territory: GEORGIA

4.19(b) In addition the services specified in paragraph

4.19 (a), (d), (k), (1), and (m), the Medicaid agency

meets the following requirements:

1 Section 1902(a)(13)(E) of the Act regarding payment
for services furnished by Federally qualified health
centers (FQHCS) under section 1905 (a)(2) (c) of the
Act. The agency meets the requirements of section
6303 of the State Medicaid Manual (HCFA-Pub. 45-6)
regarding payment for FQHC services. ATTACHMENT 4.19-
B describes the method of payment and how the agency
determines the reasonable costs of the services (for
example, cost-reports, cost or budget reviews, or sample
surveys).

(2) Sections 1902(a)(13)(E) and 1926 of the Act, and 42
CFR Part 447, Subpart D, with respect to payment for
all other types of ambulatory services provided by
rural health clinics under the plan.

ATTACHMENT 4.19-B describes the methods and standards used

for the payment of each of these services except for inpatient

hospital, nursing facility services and services in intermediate care
facilities for the mentally retarded that are described in other
attachments.

Approval Date 2-18-92 Effective Date: 1-1-92

58

HCFA ID:7982E
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State__ GEORGIA

Citation 4.19 (c) Payment is made to reserve a bed during
42 CFR 447.40 arecipient's temporary absence from an
AT-78-90 inpatient facility.
X Yes. The state's policy is
described in ATTACHMENT 4.19-C.
No.
TN #77-13
Supersedes Approval Date 3/28/78 Effective Date: 9/16/77

TN #
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Revision: HCFA-PM-87-9 (BERC) OMB No.: 0938-
0193
MARCH, 1993

State: ~ GEORGIA

Citation 4.19 (d)

42 CFR 447.252 _X _ 1 The Medicaid agency meets the requirements

47 FR 47964 of 42 CFR Part 447, Subpart C, with

48 FR 56046 respect to payments for skilled nursing

42 CFR 447.280 and intermediate care facility services.

47 FR 31518

52 FR 28141 ATTACTMENT 4.19-D describes the methods
and standards used to determine rates for
payment for skilled nursing and
intermediate care facility services.

2) The Medicaid agency provides payment for
routine skilled nursing facility services
furnished by a swing-bed hospital.

. At the average rate per patient day
paid to SNFS for routine services
furnished during the previous
calendar year.

X At a rate established by the State,
which meets the requirements of 42
CFR Part 447, Subpart c, as
applicable.

. Not applicable. The agency does not
provide payment for SNF services to
a swing-bed hospital.

3) The Medicaid agency provides payment for
routine intermediate care facility
services furnished by a swing-bed
hospital.

- At the average rate per patient day
paid to ICFs, other than ICFs for
the mentally retarded, for routine
services furnished during the
previous calendar year.

X At a rate established by the state,
which meets the requirements of 42
CFR Part 447, Subpart c, as
applicable.

_ Not applicable. The agency does not
provide payment for ICF services to
a swing-bed hospital.

. 4) Section 4.19(d) (1) of this plan is not
applicable with respect to intermediate

care facility services; such services are

not provided under this state Plan.

TN #95-014
Supersedes Approval Date 7-11-95 Effective Date: 4-1-95

TN #87-18
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State:__ GEORGIA

Citation 4.19 (e) The Medicaid agency meets all requirements
42 CFR 447.45 (c) of 42 CFR 447.45 for timely payment of
AT-79-50 claims.

ATTACHMENT 4.19-E specifies, for each
type of service, the definition of a
claim for purposes of meeting these

requirements.
TN #79-7
Supersedes Approval Date 11/6/79 Effective Date: 9/30/79

TN #
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Revision: HCFA-PM-87-4  (BERC) OMB NO.:0938-0193
March 1987

State:_ GEORGIA

Citation 4.19 (f) The Medicaid agency limits participation to

42 CFR 447.15 providers who meet the requirements of

AT-78-90 42 CFR 447.15.

AT-80-34

48 FR 5730 No provider participating under this plan may deny

services to any individual eligible under the plan
on account of the individual's inability to pay a

cost sharing amount imposed by the plan in
accordance with 42 CFR 431.55(g) and 447.53. This
service guarantee does not apply to an individual
who is able to pay, nor does an individual's
inability to pay eliminate his or her liability for

the cost sharing change.

TN No. 87-6
Supersedes Approval Date Aug 06 1987 Effective Date: APR 1 1987
TN No.__? HCFA ID: 1010P/0012P
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State:__ GEORGIA

Citation 4.19(g) The Medicaid agency assures appropriate
42 CFR 447.201 audit of records when payment is based on
42 CFR 447.202 costs of services or on a fee plus

AT-78-90 cost of materials.

TN #79-4

Supersedes Approval Date 7/17/79  Effective Date: 8/6/79

TN #
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Revision: HCFA-AT-80-60 (BPP)
August 12, 1980

State__ GEORGIA

Citation 4.19(h) The Medicaid agency meets the requirements
42 CFR 447.201 of 42 CFR 447.203 for documentation and

42 CFR 447.203 availability of payment rates.

AT-78-90

TN #79-4

Supersedes Approval Date 7/17/79  Effective Date: 8/6/79

TN #
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State__ GEORGIA

Citation 4.19(1) The Medicaid agency's payments are
42 CFR 447.201 sufficient to enlist enough providers so
42 CFR 447.204 that services under the plan are
AT-78-90 available to recipients at least to the

extent that those services are available to
the general population.

TN #79-4
Supersedes Approval Date 7/17/79  Effective Date: 8/6/79
TN #
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State___GEORGIA
Citation
42 CFR 4.19 6)] The Medicaid agency meets the requirements
447.201 of 42 CFR 447.205 for public notice of any changes in
and 447.205 Statewide method or standards for setting payment
rates.
1903 (v) of the (k) The Medicaid agency meets the requirements

Act

TN No. 91-31
Supersedes
TN No. 89-55

Approval Date 12-18-91

of section 1903(v) of the Act with respect to payment
for medical assistance furnished to an alien who is
not lawfully admitted for permanent residence or
otherwise permanently residing in the United States
under color of law. Payment is made only for care

and services that are necessary for the treatment of
an emergency medical condition, as defined in section
1903(v) of the Act.

Effective Date: 10-1-91
HCFA ID: 7982E



Revision:

Citation

4.19 (m)

1928(c)(2)
(C)(ii) of
the Act

TN No. 17-0008
Supersedes
TN No. 94-039

66(b)

HCFA-PM-94-8 (mB)
July 2017

State/Territory: Georgia

Medicaid Reimbursement for Administration of Vaccines under the
Pediatric Immunization Program

(D

(i)

(iii)

A provider may impose a charge for the administration of a qualified
pediatric vaccine as stated in 1928(c)(2)(C)(ii) of the Act. Within this
overall provision, Medicaid reimbursement to providers will be
administered as follows:

The State:

sets a payment rate at the level of the regional maximum
established by the DHHS Secretary.

is a Universal Purchase State and sets a payment rate

at the level of the regional maximum established in accordance
with

State law.

X sets a payment rate below the level of the regional maximum
established by the DHHS Secretary. **
e The State pays $10 for the administration of a vaccine. **

** Providers that qualify for the enhanced payments described at
Attachment 4.19B, Pages 4.007 - 4.008 will be paid at the regional
maximum established by the DHHS Secretary.

is a Universal Purchase State and sets a payment rate below
the level of the regional maximum established by the
Universal Purchase State.

Medicaid beneficiary access to immunizations is assured through the
following methodology:

Enrolling all Health Departments, Rural and Community Health
Centers.

Requiring providers enrolled in the HEALTH CHECK (EPSDT)
program to enroll in the Vaccines for Children (VFC) program and

provide immunizations to Medicaid recipients.

Providing a reasonable administration fee to all providers who provide
immunizations to Medicaid recipients.

Approval Date 12-04-17 Effective Date: 7/1/2017
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Revision: HCFA-AT-80-36 (BPP)
May 22, 1980

State__ GEORGIA

Citation 4.20 Direct Payments to certain Recipients for
CFR 447.25 (b) Physicians' or Dentists' Services
AT-78-90

Direct payments are made to certain recipients
as specified by, and in accordance with, the
requirements of 42 CFR 447.25.

Yes, for physicians' services

dentists' services

ATTACHMENT 4.20-A specifies the
conditions under which such payments are
made.

x | Notapplicable. No direct payments are
made to recipients.

TN #77-13

Supersedes Approval Date 3/28/78  Effective Date: 9/16/77
TN #
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Revision:  HCFA-AT-81-34 (BPP) 10-81

State__ GEORGIA

Citation 4.21 Prohibition Against Reassignment of
Provider Claims
42 CFR 447.10(c)
AT-78-90
46 FR 42699 Payment for Medicaid services
furnished by any provider under this
plan is made only in accordance with
the requirements of 42 CFR 447.10.
TN #81-15
Supersedes Approval Date 12-01-81 Effective Date: 7-1-81

TN #78-9



Revision:

Citation

4.22

42 CFR 433.137

HCFA-PM-94-1
FEBRUARY 1994

69

(MB)

State/Territory:__GEORGIA

Third Party Liability

(a) The Medicaid agency meets all requirements of:

(1)
(2)
(3)

1902(a)(25)(H) and (I) (4)

of the Act

42 CFR 433.138 and 433.139.

42 CFR 433.145 through 433.148.

42 CFR 433.151 through 433.154.
Sections 1902(a)(25)(H) and I of the Act.

42 CFR 433.138(f) (b)  ATTACHMENT 4.22-A-

(1)

42 CFR 433.138(g)(1)(ii) (2)

and (2) (ii)

42 CFR 433.138(2)(3) (i) (3)

and (iii)

42 CFR 433.138(g)(4) (i) (4)

through (iii)

TN No. 94-37
Supersedes
TN No. 90-24

Specifies the frequency with which the data exchanges
required in §433.138(d)(1), (d)(3) and (d)(4) and the
diagnosis and trauma code edits required in §433.138(e)
are conducted;

Describes the methods the agency uses for meeting
the follow-up requirements contained in §433.138(g)(1)(i)

and (g)(2)(i);

Describes the methods the agency uses for following

up on information obtained through the State motor
vehicle accident report file data exchange required under
§433.138(d)(4) (ii) and specifies the time frames for
incorporation into the eligibility case file and into its third
party data base and third party recovery unit of all
information obtained through the follow-up that identifies
legally liable third party resources; and

Describes the methods the agency uses for following

up on paid claims identified under §433.138(e) (methods
include a procedure for periodically identifying those
trauma codes that yield the highest third party collections
and giving priority to following up on those codes) and
specifies the time frames for incorporation into the
eligibility case file and into its third party data base and
third party recovery unit of all information obtained
through the follow-up that identifies legally liable third
party resources.

Approval Date 3/9/95 Effective Date: 10/1/94



69a

Revision: HCFA-PM-94-1 (MB)
FEBRUARY 1994
State/Territory: GEORGIA
Citation
42 CFR 433.139(b) - (9 Providers are required to bill liable third parties
(3) (i) (A) when services covered under the plan are furnished to an

individual on whose behalf child support enforcement is
being carried out by the State IV-D agency.

(d) ATTACHMENT 4.22-B specifies the following:

42 CFR 433.139(b)(3)(ii) (O) (D The method used in determining a provider's
compliance with the third party billing
requirements at §433.139(b)(3)(ii) (C).

42 CFR 433.139(f)(2) (2) The threshold amount or other guideline used
in determining whether to seek recovery of
reimbursement from a liable third party, or the
process by which the agency determines that
seeking recovery of reimbursement would not be
cost effective.

42 CFR 433.139(f)(3) (3 The dollar amount or time period the State
uses to accumulate billings from a particular
liable third party in making the decision to
seek recovery of reimbursement.

42 CFR 447.20 (e) The Medicaid agency ensures that the provider
furnishing a service for which a third party is liable
follows the restrictions specified in 42 CFR 447.20.

TN No. 94-037
Supersedes Approval Date 3/9/95 Effective Date: 10/1/94
TN No. 90-24



70

Revision: HCFA-PM-94-1  (MB)
FEBRUARY 1994
STATE/TERRITORY: Georgia

Citation
4.22 (continued)

42 CFR 433.151(a) (0 The Medicaid agency has written cooperative
agreements for the enforcement of rights to and collection
of third party benefits assigned to the State as a condition
of eligibility for medical assistance with the following:
(Check as appropriate.)

X State title IV-D agency. The requirements of
42 CFR 433.152(b) are met.

Other appropriate State agency (agencies)--

Other appropriate agency (agencies) of
another State-

Courts and law enforcement officials.

1902(a)(60) of the Act (g) The Medicaid agency assures that the State has in
effect the laws relating to medical child support
under section 1908 of the Act.

1906 of the Act (h) The Medicaid agency specifies the guidelines used in
determining the cost effectiveness of an employer-
based group health plan by selecting one of the
following:

The Secretary's method as provided in the
State Medicaid Manual, Section 3910.

X The State provides methods for determining
cost effectiveness on Attachment 4.22-C.

TN No. 94-037
Supersedes Approval Date 3/9/95 Effective Date: 10/1/94
TN No. 94-009



Revision: HCFA-AT-84-2

01-84

State__ Georgia

OMB No. 0938-0193
71

(BERC)

TN No. 78-17

Citation 4.23 Use of Contracts
42 CFR Part 434.4
48 FR 54013 The Medicaid agency has contracts of the

type(s) listed in 42 CFR Part 434. All contracts meet the

requirements of 42 CFR Part 434.

D Not applicable. The State has no such
contracts.
7/1/84 Fiscal Agent.

TN No. 84-6
Supersedes Approval Date 4-6-84 Effective Date: 7-1-84



72

Revision: HCFA-PM-94-2 (BPD)
APRIL 1994
State/Territory: GEORGIA
Citation 4.24 Standards for Payments for Nursing Facility
42 CFR 442.10 and Intermediate care Facility for the Mentally
and 442.100 Retarded Services
AT-78-90
AT-79-18 With respect to nursing facilities and
AT-80-25 intermediate care facilities for the mentally
AT-80-34 retarded, all applicable requirements of
52 FR 32544 42 CFR Part 442, Subparts B and C are met.
P.L 100-203
(Sec. 4211)
54 FR 5316 - Not applicable to intermediate care
56 FR 48826 facilities for the mentally retarded;
such services are not provided under this
plan.
TN No. 94-014
Supersedes Approval Date 5/27/94 Effective Date: 4/1/94

TN No. 87-023
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State__ GEORGIA

Citation 4,25 Program for Licensing Administrators of Nursing
42 CFR 431.702 Homes
AT-78-90

The State has a program that, except with :
respect to Christian Science sanatoria, meets
the requirements of 42 CFR Part 431, Subpart
N, for the licensing of nursing home
administrators.

TN #75-7
Supersedes Approval Date 12/30/75 Effective Date: 1/1/74
TN #
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Revision HCFA-PM-(MB)
STATE: GEORGIA

Citation

1927 (g) 4.26 Drug Utilization Review Program

42 CFR 456.700
Al

1927 (g) (1) (A) 2

1927 (g) (1) () B.

42 CFR 456.705 (b)
and 456.709 (b)

1927 (g) (1) (B)
42 CFR 456.703 C.

(d) and (f)

. The Medicaid agency meets the requirements of Section
1927 (g) of the Act for a drug use review (DUR) program
for outpatient drug claims.

. The DUR program assures that prescriptions for
outpatient drugs are:

- Appropriate
- Medically necessary
- Are not likely to result in adverse medical results

The DUR program is designed to educate physicians and
pharmacists to identify and reduce the frequency of
patterns of fraud abuse, gross overuse, or inappropriate
or medically unnecessary care among physicians,
pharmacists, and patients or associated with specific
drugs as well as:

- Potential and actual adverse drug reactions

- Therapeutic appropriateness

- Overutilization and underutilization

- Appropriate use of generic products

- Therapeutic duplication

- Drug disease contraindications

- Drug-drug interactions

- Incorrect drug dosage or duration of drug treatment
- Drug-allergy interactions

- Clinical abuse /misuse

The DUR program shall assess data use against
predetermined standards whose source materials for
their development are consistent with peer reviewed
medical literature which has been critically reviewed by
unbiased independent experts and the following
compendia:

- American Hospital Formulary Service Drug Information
- United States Pharmacopeia-Drug Information
- American medical Association Drug Evaluations

TN No: 08-001

Supersedes Approval Date
TN No: 93-028

1 04/25/08 Effective Date: 01/01/08



Citation

1927 (g) (1) (D) D.
42 CFR 456.703 (b)

1927 (g) (2) (A) E1.

42 CFR 456.705 (b)

1927 () (2) (A) (i) 2.
42 CFR 456.705 (b)

1-(7)

1927 (g) (2) (A) (ii) 3.
42 CFR 456.705
(c) and (d)

1902(a)(85) and Section 1004 4.
of the Substance

Use-Disorder Prevention that

Promotes Opioid

Recovery and Treatment for

Patients and

Communities Act (SUPPORT Act)

1902(a)(85) and Section 1004 of the 5.
Substance Use-Disorder Prevention

that Promotes Opioid Recovery and
Treatment for Patients and

Communities Act (SUPPORT Act)

1902(a)(85) and Section 1004 6.
of the Substance Use-Disorder

Prevention that Promotes Opioid

Recovery and Treatment for

Patients and Communities Act

(SUPPORT Act)

1927 (g) (2) (B) F.1.

42 CFR 456.709 (a)

1902(a)(85) and Section 1004 1.2.

of the Substance Use-Disorder
Prevention that Promotes
Opioid Recovery and
Treatment for Patients and
Communities Act

(SUPPORT Act)

TN No.: 20-0001
Supersedes
TN No.: 08-001

74-a

Revision HCFA-PM-(MB)
STATE: GEORGIA

Approval Date March 10, 2020

DUR is not required for drugs dispensed to residents of
nursing facilities that are in compliance with drug regimen
review procedures set forth in 42 CFR 483.60. The State
has never-the-less chosen to include nursing home drugs
drugs in:

_X Prospective DUR

_X _Retrospective DUR

The DUR program includes prospective review of drug
therapy at the point of sale or point of distribution before
each prescription is filled or delivered to the Medicaid
recipient

Prospective DUR includes screening each prescription
filled or delivered to an individual receiving benefits for
potential drug therapy problems due to:

- Therapeutic duplication

- Drug disease contraindications

- Drug-drug interactions with non-prescription or over-the-
counter drugs

- Incorrect drug dosage or duration of drug treatment

- Drug-allergy interactions

- Clinical abuse/misuse

Prospective DUR includes counseling for Medicaid
recipients based on standards established by State law and
maintenance of patient profiles.

The Medicaid Department meets the requirements of the
SUPPORT Act for prospective safety edits for opioids to include:
a. Early Refill edits

b. Duplicative Therapy edits

c. Quantity Level Limits edits

d. Days supply

The Medicaid Department meets the requirements of the
SUPPORT Act for prospective safety edits on maximum MMEs for
opioids at the individual level for the treatment of chronic

pain as identified by the State to include:

a. Prospective MME dose limit edits on opioid prescriptions
to limit the daily morphine milligram equivalent (as
recommended by clinical guidelines)

Antipsychotic Use in Children

The Medicaid Department meets the requirements of the
SUPPORT Act for monitoring the use of atypical antipsychotics in
children by utilizing a prior authorization program for all
children under of the age of 18 including those in foster care.

The DUR program includes retrospective DUR through its

mechanized drug claims processing and information

retrieval system or otherwise which undertakes ongoing

periodic examination of claims data and other records to

identify:

- Patterns of fraud and abuse

- Gross overuse

- Inappropriate or medically unnecessary care among
physicians, pharmacists, Medicaid recipients, or associated
with specific drugs or group of drugs

The Medicaid Department meets the requirements of the SUPPORT Act
for retrospective utilization alerts when a patient is prescribed an opioid
and an agent of concern to include:

a. Opioids and Benzodiazepines concurrent utilization edits;

b. Opioids and Antipsychotics concurrent utilization edits;

c. Retrospective reviews on opioid prescriptions exceeding the following
limitations (days' supply, early refills, duplicate fills and quantity limitations
for clinical appropriateness, and maximum daily morphine milligram
equivalents (MME) on opioids prescriptions to limit the daily morphine
milligram equivalent (as recommended by clinical guidelines)).

Effective Date: 1-1-2020



Citation

1927 (g) (2) (C)
42 CFR 456.709 (b)

1927 (g) (2) (D)
42 CFR456.711

1927 (g) (3) (A)
42 CFR 456.716 (a)

1927 (g) (3) (B)
42 CFR456.716

(A) and (B)

1927 (g) (3) (C)
42 CFR 456.716 (d)

TN No: 08-001
Supersedes
TN No: 93-028

F.2.

G.1.

Approval Date: 04/25/08

74-b
Revision HCFA-PM-(MB)
STATE: GEORGIA

The DUR program assesses data on drug use against
explicit predetermined standards including but not
limited to monitoring for:

-Therapeutic appropriateness

-Overutilization and underutilization

-Appropriate use of generic products

-Therapeutic duplication

-Drug disease contraindications

-Drug-drug interactions

-Incorrect drug dosage or duration of drug treatment
-Drug-allergy interactions

-Clinical abuse/misuse

The DUR program through its State DUR Board, using data
provided by the Board, provides for active and ongoing
educational outreach programs to educate practitioners on
common drug therapy problems to improve prescribing and
dispensing practices.

The DUR grogram has established a State DUR Board
either:

_x_Directly, or

___Under contract with a private organization

The DUR Board membership includes health

professionals (on-third licensed actively practicing

pharmacists and on-third but no more than 51 percent licensed
and actively practicing physicians) with knowledge and experience
in one or more of the following:

-Clinically appropriate prescribing of covered outpatient drugs.
-Clinically appropriate dispensing and monitoring of covered
outpatient drugs.

-Drug use review, evaluation and intervention.

-Medical quality assurance.

The activities of the DUR Board include:

-Retrospective DUR,

-Application of Standards as defined in section 1927 (g) (2) (C)
and

-Ongoing interventions for physicians and pharmacists targeted
toward therapy problems or individuals identified in the course of
retrospective DUR.

Effective Date: 01/01/08



Revision HCFA-PM-(MB)
STATE: GEORGIA

Citation

1927 () (3) (O)
42 CFR456.711

(a)-(d)

1927 (g) (3) (D)
42 CFR 456.712

(A) and (B)

1927 (h) (1)
42 CFR 456.722

1927 (g) (2) (A) (i)
42 CFR 456.705 (b)

1902(a)(85) and Section
1004 of the Substance
Use-Disorder Prevention
that Promotes Opioid
Recovery and Treatment
for Patients and
Communities Act
(SUPPORT Act)

TN No.: 20-0001
Supersedes
TN No.: 08-001

G.4.

L1.

Approval Date March 10, 2020

The interventions include in appropriate instances:

- Information dissemination

- Written, oral, and electronic reminders

- Face-to-Face discussion

- Intensified monitoring/review of prescribers/dispensers

The State assures that it will prepare and submit an
annual report to the Secretary, which incorporates a
report from the State DUR Board, and that the State will
adhere to the plans, steps, and procedures as described in
the report.

The State establishes, as its principal means of
processing claims for covered outpatient drug under this
title, a point-of-sale electronic claims management system
to perform on-line:

- real time eligibility verification

- claims data capture

- adjudication of claims

- assistance to pharmacists, etc. applying
for and receiving payment.

Prospective DUR is performed using an electronic point of
sale drug claims processing system.

The Medicaid Department meets the requirements of
the SUPPORT Act with a process that identifies
potential fraud or abuse of controlled substances by
individuals, health care providers prescribing drugs,
and pharmacies dispersing drugs through the use of:

a. Review of Prescription Claims
b. Prescription Claim Audits
c¢. On-Site Pharmacy Audits

The Medicaid Department meets the requirements of the

SUPPORT Act through the existence of a lock-in program
managed by Program Integrity.

Effective Date: 1-1-2020




75

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State__ Georgia

Citation 4.27 Disclosure of Survey Information and Provider
42 CFR431.115 (c) or Contractor Evaluation

AT-78-90

AT-79-74 The Medicaid agency has established procedures

for disclosing pertinent findings obtained
from surveys and provider and contractor
evaluations that meet all the requirements in
42 CFR431.115.

TN #79-14
Supersedes Approval Date 3/27/80  Effective Date: 10/15/79
TN #



76

Revision: HCFA-PM-93-1 (BPD)
January 1993

State/Territory:_Georgia

Citation 4.28  Appeals Process

42 CFR 431.152; (@) The Medicaid agency has

AT-79-18 established appeals procedures

52 FR 22444, for NFs as specified in 42 CFR

Secs. 431.153 and 431.154.

1902(a)(28)(D) (i)

and 1919(e) (7) of (b) The State provides an appeals system
the Act; P.L. that meets the requirements of 42 CFR
100-203 (Sec. 4211(c)). 431 Subpart E, 42 CFR 483.12, and

42 CFR 483 Subpart E for residents who
wish to appeal a notice of intent to
transfer or discharge from a NF and for
individuals adversely affected by the
preadmission and annual resident review
requirements of 42 CFR 483 Subpart C.

TN No. 96-019
Supersedes Approval Date 11-4-96 Effective Date: 7-1-96
TN No. 88-26



77

TN No. 87-013

Revision: HCFA-PM-99-3 (CMSO0)
JUNE 1999
State

Citation

1902(a)(4)(C) of the 4.29 Conflict of Interest Provisions

Social Security Act

P.L.105-33 The Medicaid agency meets the requirements of section
1902(a)(4)(C) of the Act concerning the prohibition
against acts, with respect to any activity under the plan,
that is prohibited by section 207 or 208 of title 18, United
States Code.

1902(a)(4)(D) of the The Medicaid agency meets the requirements of

Social Security Act section 1902(a)(4)(D) of the Act concerning the

P.L.105-33 safeguards against conflicts of interest that are at least as
stringent as the safeguards that apply under section 27 of
the Office of Federal Procurement Policy Act (41 U.S.C.
423).

TN No. 99-016

Supersedes Approval Date Nov 17, 1999 Effective Date: July 1, 1999



78

Revision: HCFA-PM-87-14 (BERC) OMB No.: 0938-0193
OCTOBER 1987

State/Territory:_Georgia

Citation 4.30 Exclusion of Providers and Suspension of

42 CFR1002.203 Practitioners and Other Individuals

AT-79-54

48 FR 3742 (a) All requirements of 42 CFR Part 1002, Subpart B are
51FR 34772 met:

The agency, under the authority of State law,
imposes broader sanctions.

TN No. 87-23
Supersedes Approval Date 1/12/88 Effective Date: 1/30/88
TN No. 87-6 HCFA ID: 1010P/0012P



Revision:

Citation

78A

HCFA-PM-87-14 (BERC) OMB No. : 0938-0193
OCTOBER 1987 4.30 Continued

State/Territory:_Georgia

(b The Medicaid agency meets the requirements of --

1902(p) of the Act (D Section 1902(p) of the Act by excluding from

P.L.100-93
(secs.7)

TN No. 87-23
Supersedes
TN No. n/a

participation-

(A) At the State's discretion, any individual
or entity for any reason for which the
Secretary could exclude the individual or
entity from participation in a program
under title XVIII in accordance with
sections 1128, 1128A, or 1866(b)(2).

(B) Any HMO (as defined in section 1903 (m) of
the Act) or an entity furnishing services
under a waiver approved under section
1915(b)(1) of the Act, that—

8] could be excluded under section
1128(b)(8) relating to owners and
managing employees who have been
convicted of certain crimes or received
other sanctions, or

(ii) Has, directly or indirectly, a
substantial contractual relationship
(as defined by the Secretary) with an
individual or entity that is described
in section 1128(b)(8) (B) of the Act.

Approval Date 1/12/88 Effective Date: 1/30/88
HCFA ID:1010P/0012P



78b

Revision: HCFA-AT-87-14 (BERC) OMB No.: 0938-0193
OCTOBER 1987 4.30 Continued

State/Territory:_Georgia

Citation
1902(a)(39) of the Act (2) Section 1902(a)(39) of the Act by --
P.L.100-93
(sec. 8(f)) (A) Excluding an individual or entity from
participation for the period specified by
the Secretary, when required by the
Secretary to do so in accordance with
sections 1128 or 1128A of the Act; and
(B) Providing that no payment will be made with
respect to any item or service furnished by
an individual or entity during this period.
(o) The Medicaid agency meets the requirements of --
1902(a)(41) ()] Section 1902 (a)(41) of the Act with respect to
of the Act prompt notification to HCFA whenever a provider
P.L.96-272, is terminated, suspended, sanctioned, or
(sec.308(c)) otherwise excluded from participating under
this State plan; and
1902(a)(49) of the Act (2) Section 1902 (a)(49) of the Act with respect to
P.L.100-93 providing information and access to information
(sec.5(a)(4) regarding sanctions taken against health care
practitioners and providers by State licensing
authorities in accordance with section 1921 of
the Act.
TN No. 87-23
Supersedes Approval Date 1/12/88 Effective Date: 1/30/88

TN No. n/a HCFA ID: 1010P/0012P



Revision:

Citation
455.103

44 FR 41644
1902(a)(38)
of the Act
P.L.100-93

(sec. 8(f))

435.940
through 435.960
52 FR 5967

TN No. 87-23
Supersedes
TN No. 87-18

79

HCFA-PM-87-14 (BERC) OMB No.: 0938-0193
OCTOBER 1987

State/Territory:_Georgia

4.31 Disclosure of Information by Providers and Fiscal Agents
The Medicaid agency has established procedures for the

disclosure of information by providers and fiscal
agents as specified in 42 CFR 455.104. through 455.106
and sections 1128(b) (9) and 1902(a)(38) of the Act.

4.32 Income and Eligibility Verification System

(a) The Medicaid agency has established a system for
income and eligibility verification in accordance
with the requirements of 42 CFR 435.940 through
435.960.

(b ATTACHMENT 4.32-A describes, in accordance with
42 CFR 435.948(a)(6), the information that will be.
requested in order to verify eligibility or the
correct payment amount and the agencies and the
State(s) from which that information will be

requested.
Approval Date 1/12/88 Effective Date: 1/30/88

HCFA ID: 1010P/0012P



79a

Revision: HCFA-PM-87-14 (BERC) OMB No.: 0938-0193
OCTOBER 1987

State/Territory:_Georgia

Citation 4.33 Medicaid Eligibility Cards for Homeless Individuals

1902(a) (48)

of the Act,

P.L.99-570 (a) The Medicaid agency has a method for making cards

(Section 11005) evidencing eligibility for medical assistance

P.L 100-93 available to an individual eligible under the

(sec.5(a) (3)) State's approved plan who does not reside in a
permanent dwelling or does not have a fixed home or
mailing address.

(s)] ATTACHMENT 4.33-A specifies the method for issuance of
Medicaid eligibility cards to homeless individuals.

TN No. 87-23
Supersedes Approval Date 1/12/88 Effective Date: 1/30/88
TN No. 87-6 HCFA ID: 1010P/0012P

US GOVERNMENT PRINTING OFFICE: 1987-201-818/60437



79b

Revision: HCFA-PM-88-10 (BERC) OMB No.: 0938-0193
SEPTEMBER 1988

State/Territory:_Georgia

Citation 4.34 Systematic Alien Verification for Entitlements

1137 of The State Medicaid agency has established procedures

the Act for the verification of alien status through the
Immigration & Naturalization Service (INS) designated

P.L.99-603 system, Systematic Alien Verification for Entitlements

(sec.121) (SAVE), effective October 1, 1988.

The State Medicaid agency has elected to
participate in the option period of October 1, 1987
to September 30, 1988 to verify alien status
through the INS designated system (SAVE).

The State Medicaid agency has received the

following type(s) of waiver from participation in
SAVE.

D Total waiver
D Alternative system

D Partial implementation

TN No. 88-26
Supersedes Approval Date 12-1-88 Effective Date: 10/1/88
TN No. NEW HCFA ID: 1010P/0012P



79c

Revision: HCFA-PM-90-2 (BPD) OMB No. : 0938-0193
JANUARY 1990

State/Territory:_Georgia

Citation 4.35 Remedies for Skilled Nursing and Intermediate Care
Facilities that Do Not Meet Requirements of
Participation

1919 (h) (1) (a) The Medicaid agency meets the requirements of
and (2) section 1919(h)(2)(A) through (D) of the Act

of the Act, concerning remedies for skilled nursing and
P.L.100-203 intermediate care facilities that do not meet one
(Sec. 4213(a)) or more requirements of participation.

ATTACHMENT 4.35-A describes the criteria for
applying the remedies specified in section
1919(h) (2) (A) (i) through (iv) of the Act.

Not applicable to intermediate care facilities;
these services are not furnished under this plan.

X | (b) The agency uses the following remedy/(ies):

(1) Denial of payment for new admissions.
(2) Civil money penalty.
(3) Appointment of temporary management.

(4) In emergency cases, closure of the facility
and/or transfer of residents.

1919(h) (2) (B)(ii) () The agency establishes alternative State remedies

of the Act to the specified Federal remedies (except for
termination of participation). ATTACHMENT 4.35-B
describes these alternative remedies and specifies
the basis for their use.

1919(h) (2) (F) (d) The agency uses one of the following incentive

of the Act programs to reward skilled nursing or intermediate
care facilities that furnish the highest quality
care to Medicaid residents:

(1) Public recognition.

(2) Incentive payments.

TN No. 89-41
Supersedes Approval Date 5/24/90 Effective Date: 10/1/89
TN No. NEW HCFA ID: 1010P/0012P



Revision:

HCFA-PM-95-4

JUNE 1995

State/Territory:__Georgia

Citation

42 CFR
§488.402 (f)

42 CFR
§488.434

42 CFR
§488.402(f)(2)

42 CFR
§488.456(c)(d)

42 CFR
§488.438.404 (b) (1)

TN No. 95-034
Supersedes
TN No. NEW

79c.1

(HSQB)

4.35 Enforcement of Compliance for Nursing Facilities

(a) Notification of Enforcement Remedies

When taking an enforcement action against a non-
State operated NF, the state provides

notification in accordance with 42 CFR
488.402(f).

(i) The notice (except for civil money penalties
and state monitoring) specifies the:

(i)

(iii)

(iv)

(1) nature of noncompliance,

(2) which remedy is imposed,

(3) effective date of the remedy, and

(4) right to appeal the determination
leading to the remedy.

The notice for civil money penalties is in

writing and contains the information
specified in 42 CFR 488.434.

Except for civil money penalties and

State monitoring, notice is given at least 2
calendar days before the effective date of

the enforcement remedy for immediate jeopardy
situations and at least 15 calendar days

before the effective date of the enforcement.
remedy when immediate jeopardy does not
exist.

Notification of termination is given to the
facility and to the public at least 2

calendar days before the remedy's effective
date if the noncompliance constitutes
immediate jeopardy and at least 15 calendar
days before the remedy's effective date if

the noncompliance does not constitute
immediate jeopardy. The State must terminate
the provider agreement of an NF in accordance
with procedures in parts 431 and 442.

(b) Factors to be Considered in Selecting Remedies

®

Approval Date 3-8-96

In determining the seriousness of
deficiencies, the State considers the factors
specified in 42 CFR 488.404(b)(1) & (2).

The State considers additional factors.

Attachment 4.35-A describes the State’s
other factors.

Effective Date: 7-1-95



79c.2

Revision: HCFA-PM-95-4 (HSQB)
JUNE 1995
State/Territory:__Georgia
Citation
c) Application of Remedies
42 CFR 1) If there is immediate jeopardy to resident
§488.410 health or safety, the State terminates the
NF's provides agreement within 23 calendar
days from the date of the last survey or
immediately imposes temporary management to
remove the threat within 23 days.
42 CFR (i) The State imposes the denial of payment
§488.417(b) (or its approved alternative) with respect
§1919(h) (2) (C) to any individual admitted to an NF that has not come
of the Act. into substantial compliance within 3 months after the last day of
the survey.
42 CFR (iii) The State imposes the denial of payment for
§488.414 new admissions remedy as specified in
§1919(h) (2) (D) §488.417 (or its approved alternative) and
of the Act a State monitor as specified at §488.422,
when a facility has been found to have
provided substandard quality of care on the
last three consecutive standard surveys.
42 CFR (iv) The State follows the criteria specified at
§488.408 42 CFR §488.408(c)(2), §488.408(d)(2), and
1919(h) (2) (a) §488.408(e)(2), when it imposes remedies in
of the Act place of or in addition to termination.
42 CFR ) when immediate jeopardy does not exist, the
§488.412 (a) State terminates an NF's provider agreement:
no later than 6 months from the finding of
noncompliance, if the conditions of 42 CFR
488.412(a) are not met.
(d) Available Remedies
42 CFR ) The State has established the remedies
§488.406 (b) defined in 42 CFR 488.406(b).
§1919 (h) (2) (a)
of the Act. X (1) Termination
X _(2) Temporary Management
X __(3) Denial of Payment for New Admissions
X __(4) Civil Money Penalties
X__(5) Transfer of Residents; Transfer of
Residents wish closure of Facility
X __(6) State Monitoring
Attachments 4.35-B through 4.35-G describe the criteria
for applying the above remedies.
TN No. 95-034
Supersedes Approval Date 3-8-96 Effective Date: 7-1-95

TN No. NEW



79c.3

Revision: HCFA-PM-95-4 (HSQB)
JUNE 1995-

State/Territory:_Georgia

Citation

42 CFR
§488.406(b)
§1919(h) (2)(B)(ii)
of the Act.

42 CFR
§488.303(b)
1910(h) (2) (F)
of the Act.

TN No. 95-034
Supersedes
TN No. New

(i) __ The State uses alternative remedies.
The State has established alternative
remedies that the State will impose in
place of a remedy specified in 42 CFR
488.406(b).

___ (1) Temporary Management

___(2) Denial of Payment for New Admissions

___(3) Civil Money Penalties

___(4) Transfer of Residents Transfer of
Residents with closure of facility

___(5) State Monitoring.

Attachments 4.35-B through 4.35-G describe the
alternative remedies and the criteria for applying them.

(e) ___ State Incentive Programs

___ (1) Public Recognition
___(2) Incentive Payments

Approval Date 3-8-96 Effective Date: 7-1-95



79d

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory:_GEORGIA

Citation 4.36 Required Coordination Between the Medicaid and WIC
Programs

1902(a) (11)(C) The Medicaid agency provides for the coordination

and 1902(a) (53) between the Medicaid program and the Special

of the Act Supplemental Food Program for Women, Infants, and

Children (WIC) and provides timely notice and
referral to WIC in accordance with section 1902(a)(53)
of the Act.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date: 10-1-91
TN No. NEW HCFA ID: 7982E



79n

Revision: HCFA-PM-91-10 (BPD)
DECEMBER 1991
State/Territory:_GEORGIA

Citation

42 CFR 483.75; 42 4.38

CFR 483 Subpart D;
Secs, 1902(a) (28),
1919(e) (1) and (2), (a)
and 1919(f) (2),

P.L. 100-203 (sec.

4211(a) (3)); P.L.

101-239 (Secs.

6901(b)(3) and

(4)); P.L. 101-508

(Sec. 4801(a)).

—(b)

— (9

(d)

(@

—®

TN No. 91-36
Supersedes
TN No. NEW

Approval Date 4-14-92

Nurse Aide Training and Competency
Evaluation for Nursing Facilities

The State assures that the
requirements of 42 CFR
483.150(a), which relate to
individuals deemed to meet the
nurse aide training and
competency evaluation
requirements, are met.

The State waives the competency
evaluation requirements for
individuals who meet the
requirements of 42 CFR
483.150(b)(1).

The State deems individuals who
meet the requirements of 42 CFR
483.150(b) (2) to have met the
nurse aide training and
competency evaluation
requirements.

The State specifies any nurse
aide training and competency
evaluation programs it approves
as meeting the requirements of
42 CFR 483.152 and competency
evaluation programs it approves
as meeting the requirements of
42 CFR 483.154.

The State offers a nurse aide
training and competency
evaluation program that meets
the requirements of 42 CFR
483.152.

The State offers a nurse aide
competency evaluation program
that meets the requirements of
42 CFR 483.154.

Effective Date: 10-1-91

HCFA ID: 7982E



790

Revision: HCFA-PM-91-10 (BPD)
DECEMBER 1991
State/Territory:_GEORGIA

Citation

42 CPR 483.75; 42 (g)

CFR 483 Subpart D;
Secs. 1902 (a) (28),
1919(e) (1) and (2),
and 1919(f) (2),
P.L.100-203 (Sec.
4211(a)(3)); P.L.
101-239 (Secs.
6901(b)(3) and
(4)); P.L.101-508

(Sec. 4801(a)). (h)
Q)
0)
k)
M

TN No. 91-36

Supersedes

TN No. NEW

Approval Date 4-14-92

If the State does not choose to
offer a nurse aide training and
competency evaluation program or
nurse aide competency evaluation
program, the state reviews all
nurse aide training and
competency evaluation programs
and competency evaluation
programs upon request.

The State survey agency
determines, during the course of
all surveys, whether the
requirements of 483.75(e) are
met.

Before approving a nurse aide
training and competency
evaluation program, the State
determines whether the
requirements of 42 CFR 483.152
are met.

Before approving a nurse aide
competency evaluation program,
the State determines whether the
requirements of 42 CFR 483.154
are met.

For program reviews other than
the initial review, the State
visits the entity providing the
program.

The State does not approve a
nurse aide training and
competency evaluation program or
competency evaluation program
offered by or in certain

facilities as described in 42

CFR 483.151(b) (2) and (3).

Effective Date: 10-1-91



79p

Revision: HCFA-PM-91-10 (BPD)
DECEMBER 1991

State/Territory:_GEORGIA

Citation

42 CFR 483.75; 42 (m) The State, within 90 days of

CFR 483 Subpart D; receiving a request for approval
Secs. 1902(a)(28), of a nurse aide training and
1919(e) (1) and (2), competency evaluation program or
and 1919(f) (2), competency evaluation program,
P.L. 100-203 (Sec. either advises the requestor
4211(a) (3)); P.L. whether or not the program has
101-239 (Secs. been approved or requests
6901(b)(3) and additional information from the
(4)); P.L.101-508 requestor.

(Sec. 4801(a)).

(n) The State does not grant
approval of a nurse aide
training and competency
evaluation program for a period
longer than 2 years.

(o) The State reviews programs when
notified of substantive changes
(e.g., extensive curriculum
modification).

(p) The state withdraws approval
from nurse aide training and
competency evaluation programs
and competency evaluation
programs when the program is
described in 42 CFR
483.151(b) (2) or (3).

_ (a) The State withdraws approval of
nurse aide training and
competency evaluation programs
that cease to meet the
requirements of 42 CFR 483.152
and competency evaluation
programs that cease to meet the
requirements of 42 CFR 483. 154.

(r) The State withdraws approval of
nurse aide training and
competency evaluation programs
and competency evaluation
programs that do not permit
unannounced visits by the state.

TN No. 91-36
Supersedes Approval Date 4-14-92 Effective Date: 10-1-91
TN No. NEW



799

Revision: HCFA-PM-91-10 (BPD)
DECEMBER 1991

State/Territory:__ GEORGIA

Citation (s) When the state withdraws

42 CFR 483.75; 42 approval from a nurse aide

CFR 483. Subpart D; training and competency

Secs. 1902(a) (28), evaluation program or competency
1919(e)(1) and (2), evaluation program, the State
and 1919(f) (2), notifies the program in writing,
P.L.100-203 (Sec. indicating the reasons for
4211(a) (3)); P.L. withdrawal of approval.
101-239 (Secs.

6901(b)(3) and )] The State permits students who
(4)); P.L.101-508 have started a training and

(Sec. 4801(a)). competency evaluation program

from which approval is withdrawn
to finish the program.

() The state provides for the
reimbursement of costs incurred
'in completing a nurse aide
training and competency
evaluation program or competency
evaluation program for nurse
aides who become employed by or
who obtain an offer of
employment from a facility
within 12 months of completing
such program.

) The State provides advance
notice that a record of
successful completion of
competency evaluation will be
included in the State's nurse
aide registry.

(w) Competency evaluation programs
are administered by the State or
by a State-approved entity which
is neither a skilled nursing
facility participating in
Medicare nor a nursing facility
participating in Medicaid.

. ™® The State permits proctoring of
the competency evaluation in
accordance with 42 CFR
483.154(d).

) The state has a standard for
successful completion of
competency evaluation programs.

TN No. 91-36
Supersedes Approval Date 4-14-92 Effective Date: 10-1-91
TN No. NEW



79r

(BPD)

Revision: HCFA-PM-91-10
DECEMBER 1991
State/Territory:_GEORGIA

Citation (2)

42 CFR 483.75; 42
CFR 483 Subpart D;
Secs. 1902(a) (28),
1919(e) (1) and (2),
and 1919 (f) (2),

P.L. 100-203 (Sec. __ (aq)

4211(a)(3)); P.L.

101-239 (Secs.

6901(b)(3) and

(4)); P.L. 101-508

(Sec. 4801(a)).

(bb)

—(cd
__(dd)
__ (e€)
—(ff)

TN No. 91-36
Supersedes
TN No. NEW

Approval Date 4-14-92

The State includes a record of
successful completion of a
competency evaluation within 30
days of the date an individual

is found competent.

The State imposes a maximum upon
the number of times an

individual may take a competency
evaluation program (any maximum
imposed is not less than 3).

The State maintains a nurse aide
registry that meets the
requirements in 42 CFR 483.156.

The State includes home health
aides on the registry.

The State contracts the
operation of the registry to a
non State entity.

ATTACHMENT 4.38 contains the
State's description of registry
information to be disclosed in
addition to that required in 42
CFR 483.156(C)(1)(iii) and (iv).

ATTACHMENT 4.38-A contains the
State's description of

information included on the
registry in addition to the
information required by 42 CFR
483.156(c).

Effective Date: 10-1-91



Revision:

Citation
Secs.

HCFA-PM-93-1 (BPD)

January 1993

State/Territory:_GEORGIA

79s

4.39 Preadmission screening and Annual
Resident Review in Nursing Facilities

1902(a) (28) (D) (i)
and 1919(e)(7) of (a)

the Act;
P.L.100-203
(Sec.4211(c));
P.L.101-508
(Sec. 4801(b)).

TN No. 96-019
Supersedes
TN No. NEW

(b)

(c)

(d)

Approval Date 11-4-96

The Medicaid agency has in effect a
written agreement with the State mental
health and mental retardation authorities
that meet the requirements of 42 (CFR)
431.621(c).

The State operates a preadmission and
annual resident review program that meets
the requirements of 42 CFR 483.100-138.

The state does not claim as "medical
assistance under the state Plan" the cost
of services to individuals who should
receive preadmission screening or annual
resident review until such individuals are
screened or reviewed.

With the exception of NF services
furnished to certain NF residents defined
in 42 CFR 483.118(c)(1), the state does
not claim as "medical assistance under the
State plan" the cost of NF services to
individuals who are found not to require
NF services.

ATTACHMENT 4.39 specifies the State's
definition of specialized services.

Effective Date: 7-1-96



Revision:

TN No. 96-019
Supersedes
TN No. NEW

HCFA-PM-93-1
January 1993

79t

(BPD)

State/Territory:_GEORGIA

4.39 (Continued)

—

(8)

Except for residents identified in 42 CFR
483.118(c)(1), the State mental health or
mental retardation authority makes
categorical determinations that
individuals with certain mental conditions
or levels of severity of mental illness
would normally require specialized
services of such an intensity that a
specialized services program could not be
delivered by the state in most, if not

all, NF's and that a more appropriate
placement should be utilized.

The state describes any categorical
determinations it applies in ATTACHMENT
4.39-A.

Approval Date 11-4-96 Effective Date: 7-1-96



Revision:

Citation
Sections
1919(g) (1)
thru (2) and
1919(g) (4)
thru (5) of
the Act P.L.
100-203
(Sec.
4212(a))

1919(g)(1)
(B) of the
Act

1919(g) (1)
(C) of the
Act

1919(g) (1)
(C) of the
Act

1919(g)(1)
(C) of the
Act

1919(g) (1)
(c) of the
Act

TN No. 93-001
Supersedes
TN No. NEW

HCFA-PM-92-3
April 1992

State/Territory:

(HSQB)

GEORGIA

79u

OMB NO.:

4.40 Survey & Certification Process

(@

(b)

()

(d)

(e

4]

Approval Date 4-6-93

The State assures that the requirements of
1919(g)(1)(A) through (C) and section
1919(g) (2) (A) through (E) (iii) of the Act
which relate to the survey and
certification of non-State owned

facilities based on the requirements of
section 1919(b), (c) and (d) of the Act,

are met.

The State conducts periodic education
programs for staff and residents (and
their representatives). Attachment 4.40-A
describes the survey and certification
educational program.

The state provides for a process for the
receipt and timely review and

investigation of allegations of neglect

and abuse and misappropriation of resident
property by a nurse aide of a resident in

a nursing facility or by another

individual used by the facility.

Attachment 4.40-B describes the State's
process.

The State agency responsible for surveys
and certification of nursing facilities or

an agency delegated by the State survey
agency conducts the process for the

receipt and timely review and

investigation of allegations of neglect

and abuse and misappropriation of resident
property. If not the State survey agency,
what agency?

The State assures that a nurse aide, found
to have neglected or abused a resident or
misappropriated resident property in a
facility, is notified of the finding. The
name and finding is placed on the nurse
aide registry.

The State notifies the appropriate
licensure authority of any licensed
individual found to have neglected or
abused a resident or misappropriated
resident property in a facility.

Effective Date: 1-1-93
HCFA ID:
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Revision: HCFA-PM-92-3 (HSQB) OMB NO.:
April 1992

State/Territory:__ GEORGIA

1919(g)(2) (8) The State has procedures, as provided for at
(A) (i) of section 1919(g)(2)(A)(i), for the scheduling and
the Act conduct of standard surveys to assure that the

State has taken all reasonable steps to avoid
giving notice through the scheduling procedures
and the conduct of the surveys themselves.
Attachment 4.40-C describes the State's

procedures.
1919(g) (2) (h) The State assures that each facility shall have
(A)(ii) of a standard survey which includes (for a case-mix
the Act stratified sample of residents) a survey of the

quality of care furnished, as measured by
indicators of medical, nursing and
rehabilitative care, dietary and nutritional
services, activities and social participation,

and sanitation, infection control, and the
physical environment, written plans of care and
audit of resident's assessments, and a review of
compliance with resident's rights not later than
15 months after the date of the previous
standard survey.

1919(g)(2) {1 The State assures that the Statewide average
(A) (iii)() interval between standard surveys of nursing
of the Act facilities does not exceed 12 months.

1919(g) (2) )] The State may conduct a special standard or
(A)(i) (1D special abbreviated standard survey within 2
of the Act months of any change of ownership,

administration, management, or director of
nursing of the nursing facility to determine
whether the change has resulted in any decline
in the quality of care furnished in the

facility.
1919(g) (2) (k) The State conducts extended surveys immediately
(B) of the or, if not practicable, not later that 2 weeks
Act following a completed standard survey in a

nursing facility which is found to have provided
substandard care or in any other facility at the
Secretary's or State's discretion.

1919(g) (2) 0))] The State conducts standard and extended surveys
(C) of the based upon a protoco], i.e., survey forms,
Act methods, procedures and guidelines developed by

HCFA, using individuals in the survey team who
meet minimum qualifications established by the
Secretary.

TN No. 93-001
Supersedes Approval Date 4-6-93 Effective Date: 1-1-93
TN No. NEW HCFA ID:



Revision:

1919(g) (2)
(D) of the
Act

1919(g) (2)

(E) (i) of
the Act

1919(g)(2)

(E) (ii) of
the Act

1919(g) (2)
(E) (iii) of
the Act

1919(g)(4)
of the Act

1919(g) (5)
(A) of the
Act

1919(g) (5)
(B) of the
Act

1919(g) (5)
(C) of the
Act

1919(g) (5)
(D) of the
Act

TN No. 93-001
Supersedes
TN No. NEW

HCFA-PM-92-3
April 1992

State/Territory:

(m)

()

(o)

(p)

(9)

()

(s)

®

C))

79w

(HSQB) OMB NO.:

GEORGIA

The State provides for programs to measure and
reduce inconsistency in the application of
survey results among surveyors. Attachment
4.40-D describes the State's programs.

The State uses a multidisciplinary team of
professionals including a registered
professional nurse.

The State assures that members of a survey team
do not serve (or have not served within the
previous two years) as a member of the staff or
consultant to the nursing facility or has no
personal or familial financial interest in the
facility being surveyed.

The State assures that no individual shall serve
as a member of any survey team unless the
individual has successfully completed a training
and test program in survey and certification
techniques approved by the Secretary.

The State maintains procedures and adequate
staff to investigate complaints of violations of
requirements by nursing facilities and onsite
monitoring Attachment 4.40-E describes the
State's complaint procedures.

The State makes available to the public
information respecting surveys and certification
of nursing facilities including statements of
deficiencies, plans of correction, copies of

cost reports, state of ownership and the
information disclosed under section 1126 of the
Act.

The State notifies the State long-term care
ombudsman of the state's finding of non-
compliance with any of the requirements of
subsection (b), (c), and (d) or of any adverse
actions taken against a nursing facility.

If the State finds substandard quality of care

in a facility, the State notifies the attending
physician of each resident with respect to which
such finding is made and the nursing facility
administrator licensing board.

The State provides the State Medicaid fraud and
abuse agency access to all information
concerning survey and certification actions.

Approval Date 4-6-93 Effective Date: 1-1-93

HCFA ID:



Revision:

Citation

Sections
1919(b) (3)
and 1919
(e) (5) of
the Act

1919(e) (5)
(A) of the
Act

1919(e) (5)
(B) of the
Act

TN No. 92-14
Supersedes
TN No. NEW

79x

HCFA-PM-92-2 (HSQB)
March 1992

State/Territory:_GEORGIA

441 Resident Assessment for Nursing Facilities

(a) The State specifies the instrument to be used by
nursing facilities for conducting a
comprehensive, accurate, standardized,
reproducible assessment of each resident's
functional capacity as required in
§1919(b)(3)(A) of the Act.

(b) The State is using:

X the resident assessment instrument
designated by the Health Care Financing
Administration (see Transmittal #241 of

the State Operations Manual)
(§1919(e)(5) (A)]; or

aresident assessment instrument

that the Secretary has approved as being
consistent with the minimum data set of
core elements, common definitions, and
utilization guidelines as specified by the
Secretary (see Section 4470 of the State
Medicaid Manual for the Secretary's
approval criteria) (§1919(e)(5) (B)).

Approval Date 6/2/92 Effective Date: 4/1/92
HCFA ID:



79.1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Georgia

Citation 1902(a)(68)
of the Act, P.L. 109-171

(section 6032)

TN No. 07-001
Supersedes
TN No. NEW

442 Employee Education About False Claims Recoveries.

(a)

The Medicaid agency meets the requirements regarding
establishment of policies and procedures for the
education of employees of entities covered by section
1902(a)(68) of the Social Security Act (the Act)
regarding false claims recoveries and methodologies for
oversight of entities' compliance with these
requirements.

(1) Definitions.

(A) An "entity” includes a governmental
agency, organization, unit, corporation,
partnership, or other business arrangement
(including any Medicaid managed care
organization, irrespective of the form of business
structure or arrangement by which it exists),
whether for-profit or not-for-profit, which
receives or makes payments, under a State Plan
approved under title XIX or under any waiver of
such plan, totaling at least $5,000,000 annually.

If an entity furnishes items or services at more
than a single location or under more than one
contractual or other payment arrangement, the
provisions of section 1902(a)(68) apply if the
aggregate payments to that entity meet the
$5,000,000 annual threshold. This applies
whether the entity submits claims for payments
using one or more provider identification or tax
identification numbers.

A governmental component providing Medicaid
health care items or services for which Medicaid
payments are made would qualify as an "entity":
(e.g., a state mental health facility or school

district providing school-based health services).

Approval Date: 04/30/07
Effective Date: 01/01/07



79.2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Georgia

A government agency which merely administers the
Medicaid program, in whole or part (e.g., managing the
claims processing system or determining beneficiary
eligibility), is not, for these purposes, considered to be
an entity.

An entity will have met the $5,000,000 annual threshold
as of January 1, 2007, if it received or made payments in
that amount in Federal fiscal year 2006. Future
determinations regarding an entity's responsibility
stemming from the requirements of section 1902(a)(68)
will be made by January 1 of each subsequent year,
based upon the amount of payments an entity either
received or made under the State Plan during the
preceding Federal fiscal year.

(B) An "employee” includes any officer or
employee of the entity.

(9] A "contractor” or "agent” includes any
contractor, subcontractor, agent, or other person which
or who, on behalf of the entity, furnishes, or otherwise
authorizes the furnishing of, Medicaid health care items
or services, performs billing or coding functions, or is
involved in the monitoring of health care provided by
the entity.

(2) The entity must establish and disseminate written
policies which must also be adopted by its contractors or agents.
Written policies may be on paper or in electronic form, but must be
readily available to all employees, contractors, or agents. The entity
need not create an employee handbook if none already exists.

TN No. 07-001 Approval Date: 04/30/07
Supersedes Effective Date: 01/01/07

TN No. NEW



79.3

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Georgia

TN No. 07-001
Supersedes
TN No. NEW

(b)

(3)

(4)

(5)

An entity shall establish written policies for all
employees (including management), and of any
contractor or agent of the entity, that include detailed
information about the False Claims Act and the other
provisions named in section 1902(a)(68)(A). The entity
shall include in those written policies detailed
information about the entity's policies and procedures
for detecting and preventing waste, fraud, and abuse.
The entity shall also include in any employee handbook
a specific discussion of the laws described in the written
policies, the rights of employees to be protected as
whistleblowers and a specific discussion of the entity's
policies and procedures for detecting and preventing
fraud, waste, and abuse.

The requirements of this law should be incorporated into
each State's provider enrollment agreements.

The State will implement this State Plan amendment on

January 1, 2007.

ATTACHMENT 4.42-A describes, in accordance with section
1902(a)(68) of the Act, the methodology of compliance
oversight and the frequency with which the State will re-assess
compliance on an ongoing basis.

Approval Date: 04/30/07
Effective Date: 01/01/07



79.4

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Georgia

Citation

1902(a)(69) of 4.43 Cooperation with Medicaid Integrity Program Efforts

The Act, The Medicaid Agency assures it complies with such

P.L.109-171 requirements determined by the Secretary to be

(section 6034) necessary for carrying out the Medicaid Integrity
Program established under section 1936 of the Act.

TN No: 08-007

Supersedes: Approval Date: 08/12/08 Effective Date: 07/01/08

TN No: New



79.5

State/Territory: Georgia

Section 4 - GEORGIA PROGRAM ADMINISTRATION

4.44 Medicaid Prohibition on Payments to Institutions or Entities Located Outside of the
United States

Citation
Section 1902(a)(80) of the Social Security Act, P.L. 111 - 148 (Section 6505)

X _The State shall not provide any payments for items or services provided under
the State plan or under a waiver to any financial institution or entity located outside of the
United States.

TN No. 2011-003
Supersedes
TN No: New Approval Date: 06-29-11 Effective Date: 06-01-11
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

SECTION 5 PERSONNEL ADMINISTRATION

Citation 5.1 Standards of Personnel Administration

42 CFR 432.10(a)

AT-78-90 (a) The Medicaid agency has established and
AT-79-23 will maintain methods of personnel
AT-80-34 administration in conformity with

standards prescribed by the U.S. Civil
Service Commission in accordance with
Section 208 of the Intergovernmental
Personnel Act of 1970 and the regulations
on Administration of the Standards for a
Merit System of Personnel Administration,
5 CFR Part 900, Subpart F. All
requirements of 42 CFR 432.10 are met.

[ ] The plan is locally administered and
State-supervised. The requirements
of 42 CFR 432.10 with respect to
local agency administration are met.

(b) Affirmative Action Plan

The Medicaid agency has in effect an
affirmative action plan for equal
employment opportunity that includes
specific action steps and timetables and
meets all other requirements of 5 CFR
Part 900, Subpart F.

TN #77-8
Supersedes Approval Date 3/7/78 Effective Date 10/1/77
TN#



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 3.1-A

State of Georgia

CITATION OF STATE LAWS, RULES, REGULATIONS AND POLICY STATEMENTS
PROVIDING ASSURANCE OF CONFORMITY TO FEDERAL MERIT SYSTEM STANDARDS

II.

I1L

IV.

GEORGIA CITATION LISTING - Grant Aided Agencies
Constitutional Provisions

A. Article X1V, Section I, Paragraph I, The Georgia
Constitution (1945), Establishes the State
Personnel Board.

B. Article III, Section VII, Paragraph XXIV, The
Georgia Constitution (1945), Amendment (1967)
Establish preference for Veterans.

Georgia Laws

A. Act 81 (1975), Establishes the State Merit System
to oversee activities in covered agencies.

B. Act 1398 (1976), Amends Act 81 (1975).
C. Act1383(1976), Amends Act 81 (1975).

Rules and Regulations of the State Personnel Board (as
amended to date).

Interpretive Memorandum issued by the Commissioner of Personnel
Administrative (as released to date).

Certain memorandum and letters of Authorization or understanding
from the United States Civil Service Commission to the Georgia
State Merit System.



81
Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

5.2 [Reserved]

TN #
Supersedes Approval Date Effective Date
TN #
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

Citation 53 Training Programs; Subprofessional and

42 CFR Part 432, Volunteer Programs

Subpart B

AT-78-90 The Medicaid agency meets the requirements of

42 CFR Part 432, Subpart B, with respect to a
training program for agency personnel and the
training and use of subprofessional staff and
volunteers.

TN #78-1
Supersedes Approval Date 4/27/78 Effective Date 2/27/78
TN#
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State_Georgia

SECTION 6 FINANCIAL ADMINISTRATION.

Citation 6.1 Fiscal Policies and Accountability
42 CFR 433.32
AT-79-29 The Medicaid agency and, where applicable,

local agencies administering the plan,
maintains an accounting system and supporting
fiscal records adequate to assure that claims

for Federal funds are in accord with

applicable Federal requirements. The
requirements of 42 CFR 433.32 are met

TN #76-6
Supersedes Approval Date 9/17/76 Effective Date  7/1/76
TN #



84
Revision: HCFA-AT-82-10 (BPP)

State_Georgia

Citation 6.2 Cost Allocation
42 CFR 433.34
47 FR 17490 There is an approved cost allocation

plan an file with the Department in
accordance with the requirements
contained in 45 CFR Part 95, Subpart E.

TN #82-15
Supersedes Approval Date 1-7-83 Effective Date  11-16-82
TN #76-6



85
Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

Citation 6.3 State Financial Participation

42 CFR 433.33

AT-79-29 (a) State funds are used in both assistance
AT-80-34 and administration.

x | State funds are used to pay all of
the non-Federal share of total
expenditures under the plan.

There is local participation. State
funds are used to pay not less than
40 percent of the non-Federal share
of the total expenditures under the plan.
There is a method of

apportioning Federal and State funds
among the political subdivisions of
the State on an equalization or other
basis which assures that lack of
adequate funds from local sources
will not result in lowering the
amount, duration, scope or quality of
care and services or level of
administration under the plan in any
part of the State.

(b) State and Federal funds are apportioned
among the political subdivisions of the
State on a basis consistent with equitable
treatment of individuals in similar
circumstances throughout the State

TN #76-6
Supersedes Approval Date:  9/17/76 Effective Date: 7/1/76
TN #
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Revision: HCFA-PM-91-4 (BPD) OMB No. 0938-
AUGUST 1991

State/Territory: GEORGIA

SECTION 7 GENERAL PROVISIONS

Citation 7.1 Plan Amendments

42 CFR 430.12(c) The plan will be amended whenever necessary to
reflect new or revised Federal statutes or
regulations or material change in State law,
organization, policy of State agency operation.

TN No. 91-35
Supersedes Approval Date 12-4-91 Effective Date 10-1-91
TN No. 78-16 HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No. 0938-
AUGUST 1991

State/Territory:

Citation 7.2 Nondiscrimination

45 CFR Parts In accordance with title VI of the Civil Rights Act

80 and 84 of 1964 (42 U.S.C. 2000d et. seg.), Section 504 of the
Rehabilitation Act of 1973 (29 U.S.C. 70b), and the
regulations at 45 CFR Parts 80 and 84, the Medicaid
agency assures that no individual shall be subject to
discrimination under this plan on the grounds of race,
color, national origin, or handicap.

The Medicaid agency has methods of administration to
assure that each program or activity for which it
receives Federal financial assistance will be operated
in accordance with title VI regulations. These methods
for title VI are described in ATTACHMENT 7.2-A.

TN No. 91-35
Supersedes Approval Date 12-4-91 Effective Date 10-1-91
TN No. 79-2 HCFA ID: 7982E



Attachment 7.2-A
STATE Georgia

NONDISCRIMINATION

In accordance with the Assistance Payments Manual, Policies and Procedures,
Section VII-190; Part I of the Policies and Procedures Applicable

to All Medicaid Providers, General Conditions of Participation, Sections
106.3 and 106.4; and Rules of the Department of Medical Assistance,
Chapter 350-1-.05, all assistance programs and services of the Department
are to be administered in conformity with Title VI of the Civil Rights

Act of 1964, the Age Discrimination Act of 1975, and Section 504

of the Rehabilitation Act of 1973. Services will be administered

in such a manner that no person in this state will on the grounds

of race, color, sex, age, religion, national origin or handicap be

excluded from participation in, be denied any aid, care, services

or other benefits of, or e otherwise subjected to discrimination

in the granting of assistance.

This policy covers not only the administrative procedures and practices
within the Department but extends to individuals, agencies, institutions
and organizations to whom referrals are made by the Department and
who participate in the programs of the Department through purchase
of service. Therefore, payments can only be made to vendors who
comply with these Acts.

TRANSMITTAL 91-35
APPROVED 12-4-91
EFFECTIVE 10-1-91
SUPERSEDES 84-2



State/Territory: Georgia Disaster SPA #3

Section 7 - General Provisions
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19
outbreak in the United States constitutes a national emergency by the authorities vested in him by
the Constitution and the laws of the United States, including sections 201 and 301 of the National
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act
(Act). On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States
Department of Health and Human Services invoked his authority to waive or modify certain
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19
pandemic, to the extent necessary, as determined by the Centers for Medicare & Medicaid Services
(CMS), to ensure that sufficient health care items and services are available to meet the needs of
individuals enrolled in the respective programs and to ensure that health care providers that furnish
such items and services in good faith, but are unable to comply with one or more of such
requirements as a result of the COVID-19 pandemic, may be reimbursed for such items and services
and exempted from sanctions for such noncompliance, absent any determination of fraud or abuse.
This authority took effect as of 6PM Eastern Standard Time on March 15, 2020, with a retroactive
effective date of March 1, 2020. The emergency period will terminate, and waivers will no longer be
available, upon termination of the public health emergency, including any extensions.

The State Medicaid agency (agency) seeks to implement the policies and procedures described
below, which are different than the policies and procedures otherwise applied under the Medicaid
state plan, during the period of the Presidential and Secretarial emergency declarations related to the
COVID-19 outbreak (or any renewals thereof), or for any shorter period described below:

Describe shorter period here.
July 1, 2020 through June 30, 2021

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency
declaration (or any renewal thereof). States may not propose changes on this template that restrict
or limit payment, services, or eligibility, or otherwise burden beneficiaries and providers.

Request for Waivers under Section 1135

_X__ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the
Act:
a.__X_SPA submission requirements - the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. _X__Public notice requirements - the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission. These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).

TN: 21-0002 Approval Date: 05/26/2021
Supersedes TN: NEW Effective date 07/01/2020

This SPA is in addition to the Disaster Relief SPA approved on May 20, 2020 and does not supersede anything approved in that SPA.



State/Territory: Georgia Disaster SPA #3

C. Tribal consultation requirements - the agency requests modification of tribal
consultation timelines specified in [insert name of state) Medicaid state plan, as
described below:

Please describe the modifications to the timeline.

Section A - Eligibility

1. The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act. This may include the new
optional group described at section 1902(a)(10)(A)(ii) (XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard.

2. The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii) (XX) of the Act and 42 CFR 435.218:

a. All individuals who are described in section 1905(a)(10)(A)(ii)(XX)
Income standard:
-Or-

b. Individuals described in the following categorical populations in section 1905(a) of
the Act:

Income standard:

3. The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:

Less restrictive resource methodologies:

TN: 21-0002 Approval Date: 05/26/2021
Supersedes TN: NEW Effective date 07/01/2020

This SPA is in addition to the Disaster Relief SPA approved on May 20, 2020 and does not supersede anything approved in that SPA.



State/Territory: Georgia Disaster SPA #3

4.____The agency considers individuals who are evacuated from the state, who leave the
state for medical reasons related to the disaster or public health emergency, or who are
otherwise absent from the state due to the disaster or public health emergency and who
intend to return to the state, to continue to be residents of the state under 42 CFR
435.403()(3)-

5. The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6.____The agency provides for an extension of the reasonable opportunity period for
noncitizens declaring to be in a satisfactory immigration status, if the non-citizen is making a
good faith effort to resolve any inconsistences or obtain any necessary documentation, or the
agency is unable to complete the verification process within the 90-day reasonable
opportunity period due to the disaster or public health emergency.

Section B - Enrollment

1. __ The agency elects to allow hospitals to make presumptive eligibility determinations
for the following additional state plan populations, or for populations in an approved section
1115 demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR
435.1110, provided that the agency has determined that the hospital is capable of making
such determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable
limitations, performance standards or other factors.

2. The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 19204, 1920B,
and 1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE
periods.

3.___The agency designates the following entities as qualified entities for purposes of
making presumptive eligibility determinations or adds additional populations as described
below in accordance with sections 1920, 19204, 1920B, and 1920C of the Act and 42 CFR
Part 435 Subpart L. Indicate if any designated entities are permitted to make presumptive
eligibility determinations only for specified populations.

TN: 21-0002 Approval Date: 05/26/2021
Supersedes TN: NEW Effective date 07/01/2020

This SPA is in addition to the Disaster Relief SPA approved on May 20, 2020 and does not supersede anything approved in that SPA.



State/Territory: Georgia Disaster SPA #3

Please describe any limitations related to the populations included or the number of
allowable PE periods.

4. The agency adopts a total of months (not to exceed 12 months) continuous
eligibility for children under age enter age (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. The agency conducts redeterminations of eligibility for individuals excepted from
MAGIbased financial methodologies under 42 CFR 435.603(j) once every. months (not to
exceed 12 months) in accordance with 42 CFR 435.916(b).

6. The agency uses the following simplified application(s) to support enrollment in affected areas
or for affected individuals (a copy of the simplified application(s) has been submitted to CMS).

a. The agency uses a simplified paper application.
b. The agency uses a simplified online application.
c. The simplified paper or online application is made available for use in call-centers

or other telephone applications in affected areas.

Section C - Premiums and Cost Sharing
1. The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified

deductibles, copayments, coinsurance, or other cost sharing charges for specified items and services or
for specified eligibility groups consistent with 42 CFR 447.52(d) or for specified income levels consistent
with 42 CFR 447.52(g).

2. The agency suspends enrollment fees, premiums and similar charges for:
a. All beneficiaries
b. The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations.

3. The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.
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Please specify the standard(s) and/or criteria that the state will use to determine undue
hardship.

Section D - Benefits

Benefits:

1. The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. The agency makes the following adjustments to benefits currently covered in the state
plan:

3. The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of
provider requirements found at 1902(a)(23).

4. Application to Alternative Benefit Plans (ABP). The state adheres to all ABP provisions
in 42 CFR Part 440, Subpart C. This section only applies to states that have an approved
ABP(s).

a. __ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.
b. ___Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:
Please describe.
Telehealth:
5. The agency utilizes telehealth in the following manner, which may be different than
outlined in the state's approved state plan:
Please describe.
Drug Benefit:
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6. The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state
plan pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and for
which drugs.

7. Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery. States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted.

9. ___ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur. This would include options for covering a brand name drug product that is a multi-
source drug if a generic drug option is not available.

Section E - Payments
Optional benefits described in Section D:
1.___ Newly added benefits described in Section D are paid using the following methodology:
a.___ Published fee schedules -
Effective date (enter date of change):
Location (list published location):

b.___ Other:

Describe methodology here.

Increases to state plan payment methodologies:

2.X _ The agency increases payment rates for the following services:
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The state will pay nursing homes an additional 5% to cover increase costs due to the public health
emergency for the period 7/1/2020 — 6/30/2021 or the end of the Public Health Emergency,
whichever is sooner.

a. Payment increases are targeted based on the following criteria:

Please describe criteria.

b. Payments are increased through:

i. A supplemental payment or add-on within applicable upper payment
limits:

Please describe.

ii. X An increase to rates as described below.

Rates are increased:
X Uniformly by the following percentage: 5%

____Through a modification to published fee schedules -
Effective date (enter date of change):
Location (list published location):

Up to the Medicare payments for equivalent services.

By the following factors:

The state will pay nursing homes an additional 5% to cover increased
costs due to the public health emergency for the period 07/01/2020 —
06/30/2021 or the end of the PHE, whichever is sooner.

Payment for services delivered via telehealth:

3. For the duration of the emergency, the state authorizes payments for telehealth
services that:

a. Are not otherwise paid under the Medicaid state plan;
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b. Differ from payments for the same services when provided face to face;
C. Differ from current state plan provisions governing reimbursement for
telehealth;

Describe telehealth payment variation.

d. Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

L. Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a
Medicaid service is delivered.

Other:

4, Other payment changes:

Please describe.

Section F - Post-Eligibility Treatment of Income

1. The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a.____ The individual’s total income
b. ___ 300 percent of the SSI federal benefit rate
c.____ Other reasonable amount:
2. ___ The state elects a new variance to the basic personal needs allowance. (Note: Election of
this option is not dependent on a state electing the option described the option in F.1.

above.)

The state protects amounts exceeding the basic personal needs allowance for individuals
who have the following greater personal needs:
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Please describe the group or groups of individuals with greater needs and the
amount(s) protected for each group or groups.

Section G - Other Policies and Procedures Differing from Approved Medicaid State Plan
Additional Information

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a
collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1148 (Expires 03/31/2021). The time required to
complete this information collection is estimated to average 1 to 2 hours per response, including the
time to review instructions, search existing data resources, gather the data needed, and complete and
review the information collection. Your response is required to receive a waiver under Section 1135
of the Social Security Act. All responses are public and will be made available on the CMS web site. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving
this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail
Stop C4-26-05, Baltimore, Maryland 21244-1850. ***CMS Disclosure*** Please do not send
applications, claims, payments, medical records or any documents containing sensitive information
to the PRA Reports Clearance Office. Please note that any correspondence not pertaining to the
information collection burden approved under the associated OMB control number listed on this
form will not be reviewed, forwarded, or retained. If you have questions or concerns regarding
where to submit your documents, please contact the Centers for Medicaid & CHIP Services at 410-
786-3870.
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Section 7 - General Provisions
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19
outbreak in the United States constitutes a national emergency by the authorities vested in him by
the Constitution and the laws of the United States, including sections 201 and 301 of the National
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act
(Act). On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States
Department of Health and Human Services invoked his authority to waive or modify certain
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19
pandemic, to the extent necessary, as determined by the Centers for Medicare & Medicaid Services
(CMS), to ensure that sufficient health care items and services are available to meet the needs of
individuals enrolled in the respective programs and to ensure that health care providers that furnish
such items and services in good faith, but are unable to comply with one or more of such
requirements as a result of the COVID-19 pandemic, may be reimbursed for such items and services
and exempted from sanctions for such noncompliance, absent any determination of fraud or abuse.
This authority took effect as of 6PM Eastern Standard Time on March 15, 2020, with a retroactive
effective date of March 1, 2020. The emergency period will terminate, and waivers will no longer be
available, upon termination of the public health emergency, including any extensions.

The State Medicaid agency (agency) seeks to implement the policies and procedures described
below, which are different than the policies and procedures otherwise applied under the Medicaid
state plan, during the period of the Presidential and Secretarial emergency declarations related to the
COVID-19 outbreak (or any renewals thereof), or for any shorter period described below:

Describe shorter period here.

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency
declaration (or any renewal thereof). States may not propose changes on this template that restrict
or limit payment, services, or eligibility, or otherwise burden beneficiaries and providers.

Request for Waivers under Section 1135

__X__ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the
Act:

a. _X_ SPA submission requirements - the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. _X_ Public notice requirements - the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission. These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).
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C. Tribal consultation requirements - the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Please describe the modifications to the timeline.

Section A - Eligibility

1. ___ The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act. This may include the
new optional group described at section 1902(a)(10)(A)(ii) (XXIII) and 1902(ss) of the Act
providing coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard.

2. The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii) (XX) of the Act and 42 CFR 435.218:

a. All individuals who are described in section 1905(a)(10)(A)(ii) (XX)
Income standard:
_Or-

b. Individuals described in the following categorical populations in section
1905(a) of the Act:

Income standard:

3. The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:
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Less restrictive resource methodologies:

4. ___ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to
return to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6. ___ The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a
good faith effort to resolve any inconsistences or obtain any necessary documentation, or the
agency is unable to complete the verification process within the 90-day reasonable
opportunity period due to the disaster or public health emergency.

Section B - Enrollment

1. ___ The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section
1115 demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR
435.1110, provided that the agency has determined that the hospital is capable of making
such determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable
limitations, performance standards or other factors.

2. The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 19204, 1920B,
and 1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitation related to the populations or the number of allowed PE

periods.
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3. ____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 19204, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L. Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related
to the specified populations or number of allowable PE periods.

4. The agency adopts a total of months (not to exceed 12 months) continuous
eligibility for children under age enter age (not to exceed age 19) regardless of changes
in circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. The agency conducts redeterminations of eligibility for individuals excepted from
MAGI- based financial methodologies under 42 CFR 435.603(j) once every months (not
to exceed 12 months) in accordance with 42 CFR 435.916(b).

6. The agency uses the following simplified application(s) to support enrollment in
affected areas or for affected individuals (a copy of the simplified application(s) has been
submitted to CMS).

a. The agency uses a simplified paper application.
b. The agency uses a simplified online application.
C. The simplified paper or online application is made available for use in call-centers

or other telephone applications in affected areas.
Section C - Premiums and Cost Sharing

1. The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified deductibles,
copayments, coinsurance, or other cost sharing charges for specified items and services or for specified
eligibility groups consistent with 42 CFR 447.52(d) or for specified income levels consistent with 42 CFR
447.52(g).

2. The agency suspends enrollment fees, premiums and similar charges for:
a. All beneficiaries
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b. The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations.

3. The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue hardship.

Section D - Benefits

Benefits:
1. The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. _X___The agency makes the following adjustments to benefits currently covered in the state
plan:

Other Licensed Practitioners Benefit (42 CFR 440.60):

Pharmacies are qualified providers of COVID-19 vaccinations per the HHS COVID-19
PREP Act Declaration and authorizations. Qualified pharmacy interns and qualified
pharmacy technicians working under the supervision of a licensed pharmacist are
authorized to administer COVID-19 vaccinations.

3. _X__ The agency assures that newly added benefits or adjustments to benefits comply with
all applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of
provider requirements found at 1902(a)(23).

4. Application to Alternative Benefit Plans (ABP). The state adheres to all ABP provisions
in 42 CFR Part 440, Subpart C. This section only applies to states that have an approved
ABP(s).

a. The agency assures that these newly added and/or adjusted benefits will be made
available to individuals receiving services under ABPs.
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b. Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe.

Telehealth:

5. The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:

Please describe.

Drug Benefit:

6. The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state
plan pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period
and for which drugs.

7. Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery. States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted.

9. The agency makes exceptions to their published Preferred Drug List if drug shortages
occur. This would include options for covering a brand name drug product that is a multi-
source drug if a generic drug option is not available.
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Section E - Payments

Optional benefits described in Section D:
1. ___ Newly added benefits described in Section D are paid using the following methodology:
a.____ Published fee schedules -
Effective date (enter date of change):
Location (list published location):

b. Other:

Describe methodology here.

Increases to state plan payment methodologies:

2. x___ The agency increases payment rates for the following services:

Effective April 1, 2021, Increase the administration fee of the Covid-19 vaccine to 100 percent
of the Medicare reimbursement rate (540.00 per dose) without geographic adjustment for all
approved ages, with approved National Drug Codes (NDC), and Current Procedural Terminology
(CPT) codes. Request a 12/11/2020 effective date to be retroactive to Emergency Use
Authorization (EUA) from the Food and Drug Administration (FDA) and the Centers for
Medicare and Medicaid Services (CMS). Reimbursement at the increased amount will be
allowed through the last day of the COVID-19 Public Health Emergency and in accordance with
the Families First Coronavirus Response Act (FFCRA), Pub. L. 116-127.

Increase the administration fee of the COVID-19 vaccine up to 100% of the Medicare rate
(540.00 per dose), without geographic adjustment through the end of the Public Health

Fmaraancu

a. _X_ Paymentincreases are targeted based on the following criteria:

All enrolled providers will be allowed reimbursement for COVID-19 vaccine
administration at 100 percent of the Medicare rate without geographic adjustment
($40.00 per dose) for all EUA approved ages. This includes the following provider types:
070-Outpatient Hospital, 430- physician, 431-Physician Assistant, 540-Federally Qualified
Health Center, 541/542 Rural Health Center;
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Freestanding & Hospital Based, 740-Nurse Practitioner, & 790-Diagnostic Screening &
Preventative Services.

b. Payments are increased through:

i. A supplemental payment or add-on within applicable upper payment limits:

Please describe.

il. _x__ Anincrease to rates as described below.
Rates are increased:
____ Uniformly by the following percentage:
____Through a modification to published fee schedules -
Effective date (enter date of change):
Location (list published location):
_x__ Up to the Medicare payments for equivalent services.

By the following factors:

Please describe.

Payment for services delivered via telehealth:

3.____ For the duration of the emergency, the state authorizes payments for telehealth services that:
a.____ Arenot otherwise paid under the Medicaid state plan;
b. ____ Differ from payments for the same services when provided face to face;
c.____ Differ from current state plan provisions governing reimbursement for telehealth;

Describe telehealth payment variation.
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¢. ____ Include payment for ancillary costs associated with the delivery of covered services
via telehealth, (if applicable), as follows:

i. ___ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. ___ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a Medicaid
service is delivered.

Other:

4. Other payment changes:

Please describe.

Section F - Post-Eligibility Treatment of Income

1. The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. ___ Theindividual’s total income
b. ___ 300 percent of the SSI federal benefit rate
c. ____ Otherreasonable amount:
2. ____ The state elects a new variance to the basic personal needs allowance. (Note: Election of
this option is not dependent on a state electing the option described the option in F.1.

above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s)
protected for each group or groups.

Section G - Other Policies and Procedures Differing from Approved Medicaid State
Plan/Additional Information
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PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a
collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1148 (Expires 03/31/2021). The time required to
complete this information collection is estimated to average 1 to 2 hours per response, including the
time to review instructions, search existing data resources, gather the data needed, and complete and
review the information collection. Your response is required to receive a waiver under Section 1135
of the Social Security Act. All responses are public and will be made available on the CMS web site. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving
this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail
Stop C4-26-05, Baltimore, Maryland 21244-1850. ***CMS Disclosure*** Please do not send
applications, claims, payments, medical records or any documents containing sensitive information
to the PRA Reports Clearance Office. Please note that any correspondence not pertaining to the
information collection burden approved under the associated OMB control number listed on this
form will not be reviewed, forwarded, or retained. If you have questions or concerns regarding
where to submit your documents, please contact the Centers for Medicaid & CHIP Services at 410-
786-3870.
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Section 7 — General Provisions
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency

On March 13, 2020, the President of the United Statesissued a proclamation that the COVID-19 outbreak
in the United States constitutes a national emergency by the authorities vested in him by the Constitution
and the laws of the United States, including sections 201 and 301 of the National Emergencies Act (50
U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act (Act). On March 13, 2020,
pursuant to section 1135(b) of the Act, the Secretary of the United States Department of Health and
Human Services invoked his authority to waive or modify certain requirements of titles XVIII, XIX, and XXI
of the Act as a result of the consequences COVID-19 pandemic, to the extent necessary, as determined by
the Centers for Medicare & Medicaid Services (CMS), to ensure that sufficient health care items and
services are available to meet the needs of individuals enrolled in the respective programs and to ensure
that health care providers that furnish such items and services in good faith, but are unable to comply with
one or more of such requirements asa result of the COVID-19 pandemic, may be reimbursed for such
items and services and exempted from sanctions for such noncompliance, absent any determination of
fraud or abuse. This authority took effect as of 6PM Eastern Standard Time on March 15, 2020, with a
retroactive effective date of March 1, 2020. The emergency period will terminate, and waivers will no
longer be available, upon termination of the public health emergency, including any extensions.

The State Medicaid agency (agency) seeks to implement the policies and procedures described below,
which are different than the policies and procedures otherwise applied under the Medicaid state plan,
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19
outbreak (or any renewals thereof), or for any shorter period described below:

Describe shorter period here.
July 1, 2021 through June 30, 2022

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration (or
any renewal thereof). States may not propose changes on this template that restrict or limit payment,
services, or eligibility, or otherwise burden beneficiaries and providers.

Request for Waivers under Section 1135

X The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act:

a. X SPA submission requirements — the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. X Public notice requirements — the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission. These
requirements mayinclude those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).
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C. Tribal consultation requirements— the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Please describe the modifications to the timeline.

Section A — Eligibility

1. The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act. This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIIl) and 1902(ss) of the Act providing
coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard.

2. The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. Allindividuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard:

_O r_

b. Individuals described in the following categorical populations in section 1905(a)
of the Act:

Income standard:

3. The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:
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Less restrictive resource methodologies:

4, The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due tothe disaster or public health emergency and who intend to return
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6. The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
is unable to complete the verification process within the 90-day reasonable opportunity period
due to the disaster or public health emergency.

Section B - Enrollment

1. The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable
limitations, performance standards or other factors.

2. The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.

tlease describe any limitations related to the populations included or the number of allowable
E periods.
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3. The agency designatesthe following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L. Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related to
the specified populations or number of allowable PE periods.

4, The agency adopts a total of months (not to exceed 12 months) continuous
eligibility for children under age enter age (not to exceed age 19) regardless of changesin
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. The agency uses the following simplified application(s) tosupport enrollment in affected
areasor for affectedindividuals (a copy of the simplified application(s) has been submitted to
CMS).

a. The agency uses a simplified paper application.
b. The agency uses a simplified online application.

C. The simplified paper or online application is made available for use in call-centers
or other telephone applications in affected areas.

Section C— Premiums and Cost Sharing

1. The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified
deductibles, copayments, coinsurance, or other cost sharing charges for specified items and
services or for specified eligibility groups consistent with42 CFR 447.52(d) or for specified income
levels consistent with 42 CFR 447.52(qg).

2. The agency suspends enrollment fees, premiums and similar charges for:
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a. All beneficiaries

b. The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations.

3. The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue
hardship.

Section D — Benefits

Benefits:

1. The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. __ The agency makes the following adjustments to benefits currently covered in the state
plan:

3. The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4, Application to Alternative Benefit Plans (ABP). The state adheres toall ABP provisions in
42 CFR Part 440, Subpart C. This section only applies to statesthat have anapproved ABP(s).

a. The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.
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b. Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe.

Telehealth:

5. The agency utilizes telehealthin the following manner, which may be different than
outlined in the state’s approved state plan:

Please describe.

Drug Benefit:

6. The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and for
which drugs.

7. Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. The agency makesthe following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery. Stateswill need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted.

9. The agency makes exceptions to their published Preferred Drug List if drug shortages
occur. This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

TN: 22-0001 Approval Date: 6/14/2022
Supersedes TN: New Effective Date: 7/1/2021

ThisSPAis in addition to the Disaster Relief SPA(s) approved on May 4th, 2020, May 26, 2021 and September 28, 2021 and does not supersede
anything approved in those SPA(s).



State/Territory: Georgia Disaster SPA #4
Section E - Payments
Optional benefits described in Section D:

1. Newly added benefits described in Section D are paid using the following methodology:

a. Published fee schedules -

Effective date (enter date of change):

Location (list published location):

b. Other:

Describe methodology here.

Increases to state plan payment methodologies:

2. X___The agencyincreases payment rates for the following services:

Update nursing home rate components for general liability, property insurance, property tax
pass-through to the 2021 cost report.

a. X Payment increases are targeted based on the following criteria:

Update nursing home rate components for general liability, property insurance, property
tax pass-through to the 2021 cost report.

b. Payments areincreased through:

i. A supplemental payment or add-on within applicable upper payment
limits:
Please describe.
ii. An increase to rates as described below.

Rates are increased:
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Uniformly by the following percentage:

Through a modification to published fee schedules —

Effective date (enter date of change):

Location (list published location):

Up to the Medicare payments for equivalent services.

By the following factors:

Please describe.

Payment for services delivered via telehealth:

3. For the duration of the emergency, the state authorizes payments for telehealth services
that:
a. Are not otherwise paid under the Medicaid state plan;
b. Differ from payments for the same services when provided face to face;
C. Differ from current state plan provisions governing reimbursement for
telehealth;

Describe telehealth payment variation.

d. Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a
Medicaid service is delivered.

Other:
4, Other payment changes:
’Please describe.
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Section F— Post-Eligibility Treatment of Income

1. The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. The individual’s total income
b. 300 percent of the SSI federal benefit rate

C. Other reasonable amount:

2. The state elects a new variance to the basic personal needs allowance. (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who have the
following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s)
lprotected for each group or groups.

Section G — Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional
Information

PRA Disclosure Statement

According tothe Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this
information collection is 0938-1148 (Expires 03/31/2021). The time required to complete this information
collection is estimated to average 1 to 2 hours per response, including the time to review instructions,
search existing data resources, gather the data needed, and complete and review the information
collection. Your response is required to receive a waiver under Section 1135 of the Social Security Act. All
responses are public and will be made available on the CMS web site. If you have comments concerning
the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500
Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-
1850. ***CMS Disclosure*** Please do not send applications, claims, payments, medical records or any
documents containing sensitive information to the PRA Reports
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Clearance Office. Please note that any correspondence not pertaining to the information
collection burden approved under the associated OMB control number listed on this form will
not be reviewed, forwarded, or retained. If you have questions or concerns regarding where
to submit your documents, please contact the Centers for Medicaid & CHIP Services at 410-
786-3870.
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Section 7 — General Provisions
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19
outbreak in the United States constitutes a national emergency by the authorities vested in him by the
Constitution and the laws of the United States, including sections 201 and 301 of the National
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act
(Act). On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States
Department of Health and Human Services invoked his authority to waive or modify certain
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19 pandemic,
to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to
ensure that sufficient health care items and services are available to meet the needs of individuals
enrolled in the respective programs and to ensure that health care providers that furnish such items and
services in good faith, but are unable to comply with one or more of such requirements as a result of the
COVID-19 pandemic, may be reimbursed for such items and services and exempted from sanctions for
such noncompliance, absent any determination of fraud or abuse. This authority took effect as of 6PM
Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020. The
emergency period will terminate, and waivers will no longer be available, upon termination of the public
health emergency, including any extensions.

The State Medicaid agency (agency) seeks to implement the policies and procedures described below,
which are different than the policies and procedures otherwise applied under the Medicaid state plan,
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19
outbreak (or any renewals thereof), or for any shorter period described below:

Describe shorter period here.

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration
(or any renewal thereof). States may not propose changes on this template that restrict or limit
payment, services, or eligibility, or otherwise burden beneficiaries and providers.

Request for Waivers under Section 1135
X The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act:

a. X__SPA submission requirements — the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. X__ Public notice requirements — the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission. These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).
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C. Tribal consultation requirements — the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Please describe the modifications to the timeline.

Section A - Eligibility

1. The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act. This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard.

2. The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. All individuals who are described in section 1905(a)(10)(A)(ii)(XX)
Income standard:
_Or_

b. Individuals described in the following categorical populations in section 1905(a)
of the Act:

Income standard:

3. The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:
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Less restrictive resource methodologies:

4, The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6. The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
is unable to complete the verification process within the 90-day reasonable opportunity period
due to the disaster or public health emergency.

Section B — Enroliment

1. The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable
limitations, performance standards or other factors.

2. The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 19208, and
1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE
periods.
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3. The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L. Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related to
the specified populations or number of allowable PE periods.

4, The agency adopts a total of months (not to exceed 12 months) continuous
eligibility for children under age enter age (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. The agency uses the following simplified application(s) to support enroliment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. The agency uses a simplified paper application.
b. The agency uses a simplified online application.

C. The simplified paper or online application is made available for use in call-centers
or other telephone applications in affected areas.

Section C - Premiums and Cost Sharing

1. The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified
deductibles, copayments, coinsurance, or other cost sharing charges for specified items and
services or for specified eligibility groups consistent with 42 CFR 447.52(d) or for specified income
levels consistent with 42 CFR 447.52(g).

2. The agency suspends enrollment fees, premiums and similar charges for:
a. All beneficiaries
b. The following eligibility groups or categorical populations:
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Please list the applicable eligibility groups or populations.

3. The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue
hardship.

Section D — Benefits

Benefits:

1. The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. The agency makes the following adjustments to benefits currently covered in the state
plan:

3. The agency assures that newly added benefits or adjustments to benefits comply with all

applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4, Application to Alternative Benefit Plans (ABP). The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C. This section only applies to states that have an approved ABP(s).

a. ____The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.

b. ____Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe.
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Telehealth:

5. The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:

Please describe.

Drug Benefit:

6. X The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

State is requesting they waive any signature requirements for the dispensing of drugs during
the Public Health Emergency through May 1, 2022.

7. Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery. States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted.

9. The agency makes exceptions to their published Preferred Drug List if drug shortages
occur. This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

Section E — Payments
Optional benefits described in Section D:
1. Newly added benefits described in Section D are paid using the following methodology:
a. ____Published fee schedules -

Effective date (enter date of change):

Location (list published location):
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b. __ Other:

Describe methodology here.

Increases to state plan payment methodologies:

2. The agency increases payment rates for the following services:

a. Payment increases are targeted based on the following criteria:

b. Payments are increased through:

i.  ____ Asupplemental payment or add-on within applicable upper payment
limits:

Please describe.

ii. ___ Anincrease to rates as described below.
Rates are increased:
______Uniformly by the following percentage:
______ Through a modification to published fee schedules —
Effective date (enter date of change):
Location (list published location):
_____Uptothe Medicare payments for equivalent services.

By the following factors:

Please describe.
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Payment for services delivered via telehealth:

3. For the duration of the emergency, the state authorizes payments for telehealth services
that:
a. ____ Arenototherwise paid under the Medicaid state plan;
b. ____Differ from payments for the same services when provided face to face;
c. ____Differ from current state plan provisions governing reimbursement for
telehealth;

Describe telehealth payment variation.

d. ____Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i.  ____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. ____Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a
Medicaid service is delivered.

Other:

4, Other payment changes:

Please describe.

Section F — Post-Eligibility Treatment of Income

1. ____The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. ____Theindividual’s total income
b. ____ 300 percent of the SSI federal benefit rate
c. ____Otherreasonable amount:
2. ____The state elects a new variance to the basic personal needs allowance. (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)
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The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s)
protected for each group or groups.

Section G — Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional
Information

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this
information collection is 0938-1148 (Expires 03/31/2021). The time required to complete this
information collection is estimated to average 1 to 2 hours per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the
information collection. Your response is required to receive a waiver under Section 1135 of the Social
Security Act. All responses are public and will be made available on the CMS web site. If you have
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form,
please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05,
Baltimore, Maryland 21244-1850. ***CMS Disclosure*** Please do not send applications, claims,
payments, medical records or any documents containing sensitive information to the PRA Reports
Clearance Office. Please note that any correspondence not pertaining to the information collection
burden approved under the associated OMB control number listed on this form will not be reviewed,
forwarded, or retained. If you have questions or concerns regarding where to submit your documents,
please contact the Centers for Medicaid & CHIP Services at 410-786-3870.
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Vaccine and Vaccine Administration at Section 1905(a)(4)(E) of the Social Security Act

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that
begins one year after the last day of the emergency period described in section 1135(g)(1)(B) of the
Social Security Act (the Act):

Coverage

X The state assures coverage of COVID-19 vaccines and administration of the vaccines.?
X The state assures that such coverage:

1. Is provided to all eligibility groups covered by the state, including the optional
Individuals Eligible for Family Planning Services, Individuals with Tuberculosis, and
COVID-19 groups if applicable, with the exception of the Medicare Savings Program
groups and the COBRA Continuation Coverage group for which medical assistance
consists only of payment of premiums; and

2. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(H)
and section 1916A(b)(3)(B)(xii) of the Act; reimbursement to qualified providers for
such coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

Applies to the state’s approved Alternative Benefit Plans, without any deduction,
cost sharing or similar charge, pursuant to section 1937(b)(8)(A) of the Act.

_X__The state provides coverage for any medically necessary COVID-19 vaccine counseling for
children under the age of 21 pursuant to §§1902(a)(11), 1902(a)(43), and 1905(hh) of the Act.

_X___ The state assures compliance with the HHS COVID-19 PREP Act declarations and
authorizations, including all of the amendments to the declaration, with respect to the providers
that are considered qualified to prescribe, dispense, administer, deliver and/or distribute
COVID-19 vaccines.

Additional Information (Optional):

! The vaccine will be claimed under this benefit once the federal government discontinues purchasing the vaccine.

TN: GA-23-0005
Supersedes Approval Date: July 12, 2023 Effective Date: March 11, 2021
TN: None
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Reimbursement

The state assures that the state plan has established rates for COVID-19 vaccines and the
administration of the vaccines for all qualified providers pursuant to sections 1905(a)(4)(E) and
1902(a)(30)(A) of the Act.

List Medicaid state plan references to payment methodologies that describe the rates for
COVID-19 vaccines and their administration for each applicable Medicaid benefit:

__X__ The state is establishing rates for COVID-19 vaccines and the administration of the
vaccines pursuant to sections 1905(a)(4)(E) and 1902(a)(30)(A) of the Act.

__X__ The state’s rates for COVID-19 vaccines and the administration of the vaccines are
consistent with Medicare rates for COVID-19 vaccines and the administration of the
vaccines, including any future Medicare updates at the:

__X__ Medicare national average, OR

____Associated geographically adjusted rate.

The state is establishing a state specific fee schedule for COVID-19 vaccines and
the administration of the vaccines pursuant to sections 1905(a)(4)(E) and
1902(a)(30)(A) of the Act.

The state’s rate is as follows and the state’s fee schedule is published in the following
location :

Administration Fee of $40.00 per Covid 19 Vaccine

Covid-19 Fee Schedule

The state’s fee schedule is the same for all governmental and private providers.

_____The below listed providers are paid differently from the above rate schedules and
payment to these providers for COVID-19 vaccines and the administration of the
vaccines are described under the benefit payment methodology applicable to the
provider type:

TN: GA-23-0005

Supersedes Approval Date: July 12, 2023 Effective Date: March 11, 2021
TN: None
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The payment methodologies for COVID-19 vaccines and the administration of the
vaccines for providers listed above are described below:

___The state is establishing rates for any medically necessary COVID-19 vaccine
counseling for children under the age of 21 pursuant to sections 1905(a)(4)(E), 1905(r)(1)(B)(v)
and 1902(a)(30)(A) of the Act.

____The state’s rate is as follows and the state’s fee schedule is published in the following
location :

PRA Disclosure Statement Under the Privacy Act of 1974 any personally identifying information obtained will be
kept private to the extent of the law. An agency may not conduct or sponsor, and a person is not required to respond
to, a collection of information unless it displays a currently valid Office of Management and Budget (OMB) control
number. The OMB control number for this project is 0938-1148 (CMS-10398 # 75). Public burden for all of the
collection of information requirements under this control number is estimated to take up to 1 hour per response.
Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: Paperwork Reduction Act Reports
Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: GA-23-0005
Supersedes Approval Date: July 12, 2023 Effective Date: March 11, 2021
TN: None



Attachment 7.7-B
Page 1
COVID-19 Testing at section 1905(a)(4)(F) of the Social Security Act

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that
begins one year after the last day of the emergency period described in section 1135(g)(1)(B) of the
Social Security Act (the Act):

Coverage

__X_ The states assures coverage of COVID-19 testing consistent with the Centers for Disease
Control and Prevention (CDC) definitions of diagnostic and screening testing for COVID-19 and
its recommendations for who should receive diagnostic and screening tests for COVID-19.

_X__ The state assures that such coverage:

1. Includes all types of FDA authorized COVID-19 tests;

2. s provided to all categorically needy eligibility groups covered by the state that

receive full Medicaid benefits;

Is provided to the optional COVID-19 group if applicable; and

4. s provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l)
and 1916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

w

Please describe any limits on amount, duration or scope of COVID-19 testing consistent with 42
CFR 440.230(b).

4 tests per month; with a maximum of 2 tests every 7 days. Quantity limit may be exceeded based
on medical necessity.

____Applies to the state’s approved Alternative Benefit Plans, without any deduction,
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act.

__X_The state assures compliance with the HHS COVID-19 PREP Act declarations and
authorizations, including all of the amendments to the declaration.

Additional Information (Optional):

TN: GA-23-0004
Supersedes Approval Date: June 28, 2023 Effective Date: March 11, 2021
TN: None
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Reimbursement
The state assures that it has established state plan rates for COVID-19 testing consistent
with the CDC definitions of diagnostic and screening testing for COVID-19 and its

recommendations for who should receive diagnostic and screening tests for COVID-19.

List references to Medicaid state plan payment methodologies that describe the rates for
COVID-19 testing for each applicable Medicaid benefit:

__X__ The state is establishing rates for COVID-19 testing pursuant to pursuant to sections
1905(a)(4)(F) and 1902(a)(30)(A) of the Act.

_____The state’s rates for COVID-19 testing are consistent with Medicare rates for
testing, including any future Medicare updates at the:

_____Medicare national average, OR

____Associated geographically adjusted rate.

__X__The state is establishing a state specific fee schedule for COVID-19 testing
pursuant to sections 1905(a)(4)(F) and 1902(a)(30)(A) of the Act.

The state’s rate is as follows and the state’s fee schedule is published in the following
location :

$12.00/test; $24.00/kit

This information is posted in the Medicaid-Peachcare for Kids Banner Notification dated
3/21/22.

Reference: CMS Frequently Asked Questions How to get your At-Home Over-The-Counter
COVID-19 Test for free Document dated January 10, 2022

The state’s fee schedule is the same for all governmental and private providers.

TN: GA-23-0004
Supersedes Approval Date: June 28, 2023 Effective Date: March 11, 2021

TN: None
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The below listed providers are paid differently from the above rate schedules and
payment to these providers for COVID-19 testing is described under the benefit
payment methodology applicable to the provider type:

Additional Information (Optional):

The payment methodologies for COVID-19 testing for providers listed above are
described below:

PRA Disclosure Statement Under the Privacy Act of 1974 any personally identifying information obtained will be
kept private to the extent of the law. An agency may not conduct or sponsor, and a person is not required to respond
to, a collection of information unless it displays a currently valid Office of Management and Budget (OMB) control
number. The OMB control number for this project is 0938-1148 (CMS-10398 # 75). Public burden for all of the
collection of information requirements under this control number is estimated to take up to 1 hour per response.
Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: Paperwork Reduction Act Reports
Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: GA-23-0004

Supersedes Approval Date: June 28, 2023 Effective Date: March 11, 2021
TN: None



Attachment 7.7-C
Page 1

COVID-19 Treatment at section 1905(a)(4)(F) of the Social Security Act

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that
begins one year after the last day of the emergency period described in section 1135(g)(1)(B) of the
Social Security Act (the Act):

Coverage for the Treatment and Prevention of COVID

__X_The states assures coverage of COVID-19 treatment, including specialized equipment and therapies
(including preventive therapies).

__X_The state assures that such coverage:

1. Includes any non-pharmacological item or service described in section 1905(a) of
the Act, that is medically necessary for treatment of COVID-19;

2. Includes any drug or biological that is approved (or licensed) by the U.S. Food &
Drug Administration (FDA) or authorized by the FDA under an Emergency Use
Authorization (EUA) to treat or prevent COVID-19, consistent with the applicable
authorizations;

3. Is provided without amount, duration or scope limitations that would otherwise
apply when covered for purposes other than treatment or prevention of COVID-19;

4. s provided to all categorically needy eligibility groups covered by the state that
receive full Medicaid benefits;

5. Is provided to the optional COVID-19 group, if applicable; and

6. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l)
and 1916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

____Applies to the state’s approved Alternative Benefit Plans, without any deduction,
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act.

_X__The state assures compliance with the HHS COVID-19 PREP Act declarations and
authorizations, including all of the amendments to the declaration.

Additional Information (Optional):

TN: GA-23-0003
Supersedes TN: None Approval Date: July 12, 2023 Effective Date: March 11,2021
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Coverage for a Condition that May Seriously Complicate the Treatment of COVID

_X__ The states assures coverage of treatment for a condition that may seriously complicate the
treatment of COVID-19 during the period when a beneficiary is diagnosed with or is presumed to have
COVID-19.

__X_The state assures that such coverage:

1. Includes items and services, including drugs, that were covered by the state as of
March 11, 2021;

2. Is provided without amount, duration or scope limitations that would otherwise
apply when covered for other purposes;

3. Is provided to all categorically needy eligibility groups covered by the state that
receive full Medicaid benefits;

4. s provided to the optional COVID-19 group, if applicable; and

5. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l)
and 1916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

____Applies to the state’s approved Alternative Benefit Plans, without any deduction,
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act.

__X_The state assures compliance with the HHS COVID-19 PREP Act declarations and
authorizations, including all of the amendments to the declaration.

Additional Information (Optional):

Reimbursement
__X__The state assures that it has established state plan rates for COVID-19 treatment, including
specialized equipment and therapies (including preventive therapies).

List references to Medicaid state plan payment methodologies that describe the rates for
COVID-19 treatment for each applicable Medicaid benefit:

The state is establishing rates or fee schedule for COVID-19 treatment, including specialized
equipment and therapies (including preventive therapies) pursuant to sections 1905(a)(4)(F) and
1902(a)(30)(A) of the Act.

TN: GA-23-0003 Approval date: July 12, 2023 Effective Date: March 11,2021
Supersedes TN: None
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The state’s rates or fee schedule is the same for all governmental and private
providers.

The below listed providers are paid differently from the above rate schedules and
payment to these providers for COVID-19 vaccines and the administration of the

vaccines are described under the benefit payment methodology applicable to the
provider type:

Additional Information (Optional):

The state intends to use the existing, approved ingredient cost methodology, and administration
fee as listed on Attachment 4.19-B, pages 2 and 2.1a, and 4 for the reimbursement of monoclonal
antibodies and oral COVID-19 antiviral treatments. Please refer to the following pages:
Attachment 4.19-B, pages 2, 2.1a and 4.

PRA Disclosure Statement Under the Privacy Act of 1974 any personally identifying information obtained will be
kept private to the extent of the law. An agency may not conduct or sponsor, and a person is not required to respond
to, a collection of information unless it displays a currently valid Office of Management and Budget (OMB) control
number. The OMB control number for this project is 0938-1148 (CMS-10398 # 75). Public burden for all of the
collection of information requirements under this control number is estimated to take up to 1 hour per response.
Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: Paperwork Reduction Act Reports
Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: GA-23-0003 Approval date: July 12, 2023 Effective Date: March 11,2021
Supersedes TN: None
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

Citations(s) 7.4 State Governor's Review
42 C.F.R. The Medicaid agency will provide opportunity for the office of the
§430.12 (B) governor to re view Sate plan amendments, long range program

planning projections, and other periodic reports thereon, excluding
periodic statistical, budget and fiscal reports. Any comments
transmitted to the Centers for Medicare and Medicaid Services
with such documents.

Not applicable. The Governor - -

Does not wish to review any plan material

Wishes to review only the plan materials specified in the
enclosed document

X | Review is not required in accordance with 42 C.F.R.
§430.12(b)(2)(i) (see attached)

TN No. 13-001
Supersedes Approval Date  3-4-13 Effective Date: January 1, 2013
TN No. 91-35
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE GEORGIA

DEFINITION OF A HEALTH MAINTENANCE ORGANIZATION (HMO)
THAT IS NOT FEDERALLY QUALIFIED

The definition of an HMO that is not federally qualified is any state licensed health care provider
which meets the requirements of 42 CFR 434.20(¢) (1,2,3)

TN No. 94-27  DATE/RECEIPT 6/21/94
SUPERSEDES DATE/APPROVED §8/24/94
TN NO. N/A DATE/EFFECTIVE 7-1-94
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: GEORGIA

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION

Agency* Citation(s) Groups Covered

The following groups are covered under this plan.

A. Mandatory coverage — Categorically Needy and Other

Required Special Groups

IV-A 42 CFR 435.110 1. Recipients of AFDC
The approved State AFDC plan includes:

[X] Families with an unemployed parent for the
mandatory 6-month period and an optional
extension of - 0 - months.

D Pregnant women with no other eligible children.

D AFDC children age 18 who are full-time students
in a secondary school or in the equivalent

level of vocational or technical training.

The standards for AFDC payments are listed in Supplement | of
ATTACHMENT 2.6-A.

IV-A 42 CFR 435.115 2. Deemed Recipients of AFDC

a. Individuals denied a title IV-A cash payment solely
because the amount would be less than $10.

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. 91-18 HCFA ID: 7983E
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State: GEORGIA
Agency* Citation(s) Groups Covered
IV-A A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

2. Deemed Recipients of AFDC.

1902(a)(10)(A)()(1) b.

of the Act

402(2)(22) (A) c.

of the Act

406(h) and d.

1902(a) (10)(A)
(i)(D) of the Act

1902(a) of e.

the Act

* Agency that determines eligibility for coverage.

Effective October 1, 1990, participants in a work
supplementation program under title [V-A and
any child or relative of such individual (or other
individual living in the same household as such
individuals) who would be eligible for AFDC if
there were no work supplementation program, in
accordance with section 482(e) (6) of the Act.

Individuals whose AFDC payments are reduced
to zero by reason of recovery of overpayment of
AFDC funds.

An assistance unit deemed to be receiving AFDC
for a period of four calendar months because the
family becomes ineligible for AFDC as a result
of collection or increased collection of support
and meets the requirements of section 406(h) of
the Act.

Individuals deemed to be receiving AFDC who
meet the requirements of section 473(b)(1) or (2)
for whom an adoption assistance agreement is in
effect or foster care maintenance payments are
being made under title [V-E of the Act.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. 91-18 HCFA ID: 7983E
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OMB NO.: 0938 State: Georgia
Agency*
Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

407(b), 1902 3. Qualified Family Members (Medicaid Only)
(@)(10)(A)(1)

and 1905(m)(1) See Item A.10, pg 4a.

of the Act

1902(a)(52) 4. Families terminated from Low Income Medicaid
and 1925 of the Act solely because of earnings, hours of employment, or

loss of earned income disregards are entitled to up to
twelve months of extended benefits in accordance
with Section 1925 of the Act.

* Agency that determines eligibility for coverage.

TTN No. 02-010

Supersedes
TN NO. 00-006

Approval Date January 24, 2003 Effective Date October 1, 2002
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered
IV-A 42 CFR 435.113 A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

5. Individuals who are ineligible for AFDC solely because
of eligibility requirements that are specifically prohibited
under Medicaid. Included are:

a. Families denied AFDC solely because of income and
resources deemed to be available from—

(1) Stepparents who are not legally liable for support
of stepchildren under a State law of general
applicability;

(2) Grandparents;

(3) Legal guardians; and

(4) Individual alien sponsors (who are not spouses of
the individual or the individual's parent);

b. Families denied AFDC solely because of the
involuntary inclusion of siblings who have income
and resources of their own in the filing unit.

c. Families denied AFDC because the family

transferred a resource without receiving adequate
compensation.

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. 86-27 HCFA ID: 7983E
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Page 3a
OMB NO.: 0938-

Agency*

Citation(s)

Groups Covered

IV-A

IV-A

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

42 CFR 435.114 6. Individuals who would be eligible for AFDC except for

the increase in OASDI benefits under Pub. L. 9.2-336
(July 1, 1972), who were entitled to OASDI in August
1972, and who were receiving cash assistance in August

1972.

Includes persons who would have been eligible
for cash assistance but had not applied in
August 1972 (this group was included in this
State's August 1972 plan).

Includes persons who would have been eligible
for cash assistance in August 1972 if not in a
medical institution or intermediate care

facility (this group was included in this

State's August 1972 plan).

Not applicable with respect to intermediate
care facilities; State did or does not cover
this service.

1902(a) (10) 7. Qualified Pregnant women and Children.

(A) (1) (TIT)

and 1905(n) of a.

the Act

* Agency that determines eligibility for coverage.

A pregnant woman whose pregnancy has been
medically verified who—

(1) Would be eligible for an AFDC cash
payment if the child had been born and was
living with her;

TN No. 92-02

Supersedes

TN NO. 91-31

Approval Date 2-18-92 Effective Date 1-1-92

HCFA ID: 7983E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: GEORGIA

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

A. Mandatory coverage Categorically Needy and other Required Special
Groups (Continued)

*IV-A 7. a. (2) Is a member of a family that would be eligible for aid to
families with dependent children of unemployed parents if the State
had an AFDC-unemployed parents program; or

(3) Would be eligible for an AFDC cash payment on the basis
of the income and resource requirements of the State's

approved AFDC plan.
1902(a) (10)(A) b. Children born after September 30, 1983 who are under age 19
(i)(III) and and who would be eligible for an AFDC cash payment on the
1905(n) of the basis of the income and resource requirements of the State's
Act approved AFDC plan.

—X__ Children born after
6/30/74
(specify optional earlier date)
who are under age 19 and who would be eligible for an
AFDC cash payment on the basis of the income and
resource requirements of the State's approved AFDC
plan.

* Agency that determines eligibility for coverage.

TN No. 93-042 Approval Date MAR 10 1994 Effective Date JUL 1 1993
Supersedes
TN NO. 92-12
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State: Georgia

Citation(s) Groups Covered

IV-A A. Mandatory coverage Categorically Needy and other Required Special
1902(a)(10)(A) Groups (Continued)

(1)(IV) and

1902 (1) (1)(A) and 8. Pregnant women and infants, under 1 year of age, with family

B of the Act. income up to 133 percent of the Federal poverty level, who are

described in Section 1902(a)(10)(A)(1)(IV) and 1902(1)(I)(A) and (B)
of the Act. The income level for this group is specified in Supplement
1 to ATTACHMENT 2.6-A.

__ The State uses a percentage greater than 133 but not more than
185 percent of the Federal poverty level, as established in its
State plan, State legislation, or State appropriations as of
December 19, 1989.

IV-A 9. Children

1902(a)(10)(A)

(1)(IV) 1902 (1) (1) a. who have attained 1 year of age, but have not attained 6
(c) of the Act. years of age, with family income at or below 133 percent

of the Federal poverty level.

IV-A b.born after September 30, 1983, who have attained 6 years
1902(a)(10)(A)(1) of age, but have not attained 19 years of age, with family
(VII) and 1902(1) income at or below 100 percent of the Federal poverty
(1)(D) of the Act. level.

Income levels for these groups are specified in Supplement 1 to
Attachment 2.6-A.

TN No. 04-003

Supersedes Approval Date SEP 23 2004 Effective Date JUL 01 2004
TN NO. 00-006
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: GEORGIA

COVERAGE AND CONDITIONS OF ELIGIBILITY

Agency*  Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 1902(a) (10) 10. Individuals other than qualified pregnant women and
(A) (1) (V) and children under item A.7. above who are members of a
1905(m) of the family that would be receiving AFDC under section 407
Act of the Act if the State had not exercised the option under

section 407(b)(2)(B)(i) of the Act to limit the number of
months for which a family may receive AFDC.

IV-A 1902(e) (5) 11. a. A woman who, while pregnant, was eligible for,

of the Act applied for, and receives Medicaid under the
approved State plan on the day her pregnancy ends.
The woman continues to be eligible, as though she
were pregnant, for all pregnancy-related and
postpartum medical assistance under the plan for a
60-day period (beginning on the last day of her
pregnancy) and for any remaining days in the month
in: which the 60th day falls.

1902(e) (6) b. A pregnant woman who would otherwise lose

of the Act eligibility because of an increase in income (of the
family in which she is a member) during the
pregnancy or the postpartum period which extends
through the end of the month in which the 60-day
period (beginning on the last day of pregnancy) ends.

* Agency that determines eligibility for coverage.

TN No. 92-12

Supersedes Approval Date 5/20/92 Effective Date 4/1/92
TN NO. 91-31
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: GEORGIA

COVERAGE AND CONDITIONS OF ELIGIBILITY

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

XVI 1902(e) (4) 12. A child born to a woman who is eligible for and
of the Act receiving Medicaid as categorically needy on the
date of the child's birth. The child is deemed
eligible for one year from birth as long as the
mother remains eligible or would remain eligible
if still pregnant and the child remains in the same
household as the mother.

42 CFR 435.120 13. Aged, Blind and Disabled Individuals Receiving
Cash Assistance

X__ a. Individuals receiving SSI.

This includes beneficiaries' eligible spouses
and persons receiving SSI benefits pending a
final determination of blindness or disability
of pending disposal of excess resources
under an agreement with the Social Security
Administration; and beginning January 1,
1981 persons receiving SSI under section
1619(a) of the Act or considered to be
receiving SSI under section 1619(b) of the

Act.
X Aged
—X_ Blind
—X_ Disabled
* Agency that determines eligibility for coverage.
TN No. 92-12
Supersedes Approval Date Effective Date

TN NO. 91-31
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

435.121 13. D b. Individuals who meet more restrictive requirements
for Medicaid than the SSI requirements. (This
includes persons who qualify for benefits under
section 1619(a) of the Act or who meet the

1619(b)(1) requirements for SSI status under section 1619(b)(1)

of the Act of the Act and who met the State's more restrictive
requirements for Medicaid in the month before the
month they qualified, for SSI under section 1619(a)
or met the requirements under section 1619(b)(1) of
the Act. Medicaid eligibility for these individuals
continues as long as they continue to meet the
1619(a) eligibility standard or the requirements of
section 1619(b) of the Act.)

Aged
Blind
Disabled

The more restrictive categorical eligibility criteria are
described below:

(Financial criteria are described in
ATTACHMENT 2.6-A).

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. 87-6 HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered
XVI A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

1902(a) 14. Qualified severely impaired blind and disabled

(10)(A) individuals who—

(1D

and 1905 a. For the month preceding the first month of eligibility
(q) of under the requirements of section 1905 (q) (2) of the
the Act Act, received SSI, a State supplemental payment
P.L.101-508, under section 1616 of the Act or under section 212 of
SECTION 5032 P.L. 93-66 or benefits under section 1619(a) of the

Act and were eligible for Medicaid; or

b. For the month of June 1987, were considered to be
receiving SSI under section 1619(b) of the Act and
were eligible for Medicaid. These individuals must—

(1) Continue to meet the criteria for blindness or
have the disabling physical or mental
impairment under which the individual was
found to be disabled;

(2) Except for earnings, continue to meet all
nondisability-related requirements for
eligibility for SSI benefits;

(3) Have unearned income in amounts that

would not cause them to be ineligible for a
payment under section 1611(b) of the Act;

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91

Supersedes
TN NO. 87-6 HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

(4) Be seriously inhibited by the lack of Medicaid
coverage in their ability to continue to work or obtain
employment; and

(5) Have earnings that are not sufficient to provide for
himself or herself a reasonable equivalent of the
Medicaid, SSI (including any Federally administered
SSP), or public funded attendant care services that
would be available if he or she did have such
earnings.

m Not applicable with respect to individuals receiving
only SSP because the State either does not make SSP
payments or does not provide Medicaid to SSP-only
recipients.

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. 87-6 HCFA ID: 7983E
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AUGUST 1991

State:

ATTACHMENT 2.2-A
Page 6d
OMB NO.: 0938-

GEORGIA

Agency* Citation(s)

Groups Covered

1619(b) (3)
of the Act

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

D The State applies more restrictive eligibility requirements

for Medicaid than under SSI and under 42 CFR 435.121.
Individuals who qualify for benefits under section 1619(a)
of the Act or individuals described above who meet the
eligibility requirements for SSI benefits under section
1619(b)(1) of the Act and who met the State's more
restrictive requirements in the month before the month they
qualified for SSI under section 1619(a) or met the
requirements of section 1619(b)(1) of the Act are covered.
Eligibility for these individuals continues as long as they
continue to qualify for benefits under section 1619(a) of the
Act or meet the SSI requirements under section 1619(b)(1)
of the Act.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes
TN NO. New

Approval Date 12-18-91 Effective Date 10-1-91

HCFA ID: 7983E
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Agency* Citation(s) Groups Covered
A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)
IV-A 1634 (C) of 15. Except in States that apply more restrictive eligibility
the Act requirements for Medicaid than under SSI, blind or
disabled individuals who—
a. Are at least 18 years of age;
b. Lose SSI eligibility because they become entitled
to OASDI child's benefits under section 202(d)
of the Act or an increase in these benefits based
on their disability. Medicaid eligibility for these
individuals continues for as long as they would
be eligible for SSI, absent their OASDI
eligibility.

D c. The state applies more restrictive eligibility
requirements than those under SSI, and part or
all of the amount of the OASDI benefit that
caused SSI/SSP ineligibility and subsequent
increases are deducted when determining the
amount of countable income for categorically
needy eligibility.

D d. The state applies more restrictive requirements
than those under SSI, and none of the OASDI
benefit is deducted in determining the amount of
countable income for categorically needy
eligibility.

IV-A 42 CFR 435.122 16. Except in States that apply more restrictive eligibility
requirements for Medicaid than under SSI, individuals
who are ineligible for SSI or optional State supplements
(if the agency provides Medicaid under §435.230),
because of requirements that do not apply under title XIX
of the Act.

XVI 42 CFR 435.130 17. Individuals receiving mandatory State supplements.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes
TN NO. New

Approval Date 12-18-91

Effective Date 10-1-91

HCFA ID: 7983E



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A

AUGUST 1991 Page 6f
OMB NO.: 0938-
State: GEORGIA
Agency*  Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required
Special Groups (Continued)

IV-A 42 CFR 435.131 18. Individuals who in December 1973 were eligible for

Medicaid as an essential spouse and who have continued, as
spouse, to live with and be essential to the well-being of a
recipient of cash assistance. The recipient with whom the
essential spouse is living continues to meet the December
1973 eligibility requirements of the State's approved plan
for OAA, AB, APTD, or AABD and the spouse continues to
meet the December 1973 requirements for having his or her
needs included in computing the cash payment.

D In December 1973, Medicaid coverage of the
essential spouse was limited to the following

group(s):
Aged ____ Blind __ Disabled

E Not applicable. In December 1973, the essential
spouse was not eligible for Medicaid.

* Agency that determines eligibility for coverage

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91

Supersedes
TN NO. New HCFA ID: 7983E



Revision: HCFA-PM-91-4
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State:

(BPD) ATTACHMENT 2.2-A
Page 6g
OMB NO.: 0938-

GEORGIA

Agency* Citation(s)

Groups Covered

IV-A 42 CFR 435.132

IV-A 42 CFR 435.133

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

19. Institutionalized individuals who were eligible for
Medicaid in December 1973 as inpatients of title
XIX medical institutions or residents of title XIX
intermediate care facilities, if, for each consecutive
month after December 1973, they—

a. Continue to meet the December 1973 Medicaid
State plan eligibility requirements; and

b. Remain institutionalized; and
c. Continue to need institutional care.
20. Blind and disabled individuals who—
a. Meet all current requirements for Medicaid
eligibility except the blindness or disability

criteria; and

b. Were eligible for Medicaid in December 1973 as
blind or disabled; and

c. For each consecutive month after December
1973 continue to meet December 1973 eligibility

criteria.
* Agency that determines eligibility for coverage.
TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. New HCFA ID: 7983E
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Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.134 21. Individuals who would be SSI/SSP eligible except for the
increase in OASDI benefits under Pub. L. 92-336 (July 1,
1972), who were entitled to OASDI in August 1972, and
who were receiving cash assistance in August 1972.

D Includes persons who would have been eligible
for cash assistance but had not applied in August
1972 (this group was included in this State's
August 1972 plan).

E Includes persons who would have been eligible
for cash assistance in August 1972 if not in a
medical institution or intermediate care facility
(this group was included in this State's August
1972 plan).

D Not applicable with respect to intermediate care

facilities; the State did or does not cover this
service.

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. 87-6 HCFA ID: 7983E
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State: GEORGIA
Agency*  Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.135 22. Individuals who—

a. Are receiving OASDI and were receiving SSI/SSP
but became ineligible for SSI/SSP after April 1977;
and

b. Would still be eligible for SSI Or SSP if cost-of-
living increases in OASDI paid under section 215(i)
of the Act received after the last month for which the
individual was eligible for and received SSI/SSP and
OASDI, concurrently, were deducted from income.

D Not applicable with respect to individuals
receiving only SSP because the State either does
not make such payments or does not provide
Medicaid to SSP-only recipients.

D Not applicable because the state applies more
restrictive eligibility requirements than those
under SSI.

D The State applies more restrictive eligibility
requirements than those under SSI and the
amount of increase that caused SSI/SSP
ineligibility and subsequent increases are
deducted when determining the amount of
countable income for categorically needy
eligibility.

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes

TN NO. 91-10 HCFA ID: 7983E
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Agency*  Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 1634 of the 23. Disabled widows and widowers who would be eligible
Act for SSI Or SSP except for the increase in their OASDI

benefits as a result of the elimination of the reduction
factor required by section 134 of Pub. L. 98-21 and who
are deemed, for purposes of title XIX, to be SSI
beneficiaries or SSP beneficiaries for individuals who
would be eligible for SSP only, under section 1634 (b) of
the Act.

D Not applicable with respect to individuals
receiving only SSP because the State either does
not make these payments or does not provide
Medicaid to SSP-only recipients.

D The state applies more restrictive eligibility
standards than those under SSI and considers
these individuals to have income equalling the
SSI Federal benefit rate, or the SSP benefit rate
for individuals who would be eligible for SSP
only, when determining countable income for
Medicaid categorically needy eligibility.

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes
TN NO. 91-08 HCFA ID: 7983E
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(MB)
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Page 9a

Agency*  Citation(s)

Groups Covered

1634(d) of the
Act

* Agency that determines eligibility for coverage.

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

24. Disabled widows, disabled widowers, and surviving disabled
unmarried divorced spouses who had been married to the
insured individual for a period of at least ten years before the
divorce became effective, who have attained the age of 50,
who are receiving title II payments, and who because of the
receipt of title II income lost eligibility for SSI or SSP which
they received in the month prior to the month in which they
began to receive title I payments, who would be eligible for
SSI or SSP if the amount of the title II benefit were not
counted as income, and who are not entitled to Medicare Part

The state applies more restrictive eligibility
requirements for its blind or disabled than those of the
SSI program.

In determining eligibility as categorically needy, the
State disregards the amount of the title II benefits
identified in S 1634 (d) (1) (A) in determining the
income of the individual, but does not disregard any
more of this income than would reduce the
individual's income to the SSI income standard.

In determining eligibility as categorically needy, the
State disregards only part of the amount of the
benefits identified in S 1634 (d)(1)(A) in determining
the income of the individual, which amount would not
reduce the individual's income below the SSI income
standard. The amount of these benefits to disregarded
is specified in supplement 4 to Attachment 2.6-A.

In determining eligibility as categorically needy, the
State chooses not to deduct any of the benefit
identified in S 1634 (d) (1) (A) in determining the
income of the individual.

TN No. 92-09
Supersedes
TN NO. 91-31

Approval Date 4-7-92 Effective Date 1-1-92



Revision:

State: Georgia

ATTACHMENT 2.2-A
Page 9b

Agency*  Citation(s)

Groups Covered

1902(2)(10)(E)(1),
1905(p) and
1860D-14(a)(3)(D)
of the Act

1902(a)(10)(E)(ii),
1905(s) of the Act

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

25. Qualified Medicare Beneficiaries —

a.

Who are entitled to hospital insurance benefits
under Medicare Part A, (but not pursuant to an
enrollment under section 1818A of the Act);

Whose income does not exceed 100 percent of
the Federal poverty level; and

Whose resources do not exceed three times the
SSI resource limit, adjusted annually by the
increase in the consumer price index.

(Medical assistance for this group is limited to
Medicare cost-sharing as defined in item 3.2 of this

plan.)

26. Qualified Disabled and Working Individuals —

a.

Who are entitled to hospital insurance benefits
under Medicare Part A under section 1818A of
the Act;

Whose income does not exceed 200 percent of
the Federal poverty level; and

Whose resources do not exceed two times the
SSI resource limit.

Who are not otherwise eligible for medical
assistance under Title XIX of the Act.

(Medical assistance for this group is limited to
Medicare Part A premiums under section 1818A of
the Act.)

* Agency that determines eligibility

TN No. 10-004

Supersedes TN NO. 93-010

Approval Date 06/15/2010

Effective Date 01/01/2010
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State: Georgia

Agency*  Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

1902(a)(10)(E)(iii), 27. Specified Low-Income Medicare Beneficiaries --
1905(p)(3)(A)(ii), and

1860D-14(a)(3)(D) a. Who are entitled to hospital insurance benefits
of the Act under Medicare Part A (but not pursuant to an

enrollment under section 1818A of the Act);

b. whose income is greater than 100 percent but
less than 120 percent of the Federal poverty
level; and

c. Whose resources do not exceed three times the

SSI resource limit, adjusted annually by the
increase in the consumer price index.

* Agency that determines eligibility

TN No. 10-004 Approval Date 06/15/2010 Effective Date 01/01/2010
Supersedes TN NO. 93-010
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State: Georgia

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

1902(a)(10)(E)(iv) 28. Qualifying Individuals —

And 1905(p)(3)(A)(ii)

and 1860D-14(a)(3)(D) a. Who are entitled to hospital insurance benefits
of the Act under Medicare Part A (but not pursuant to an

enrollment under section 1818A of the Act);

b. whose income is at least 120 percent but less
than 135 percent of the Federal poverty level;

c. Whose resources do not exceed three times the

SSI resource limit, adjusted annually by the
increase in the consumer price index.

* Agency that determines eligibility

TN No. 10-004 Approval Date 06/15/2010 Effective Date 01/01/2010
Supersedes TN NO. NEW
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Page 9c

OMB NO.: 0938-
State: GEORGIA

Agency*  Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

42 CFR D 1. Individuals described below who meet the income

435.210 and resource requirements of AFDC, SSI, or an

1902(a) optional State supplement as specified in 42 CFR

(10)(A)(ii) and 435.230, but who do not receive cash assistance.

1905(a) of

the Act D The plan covers all individuals as described
above.

D The plan covers only the following group or
groups of individuals:

Aged

Blind

__ Disabled

—  Caretaker relatives
—  Pregnant women

IV-A 42 CFR

435.211 [X] 2. Individuals who would be eligible for AFDC, SSI or
an optional State supplement as specified in 42 CFR
435.230, if they were not in a medical institution.

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes

TN NO. NEW HCFA ID: 7983E
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State / Territory: GEORGIA

Agency*  Citation(s)

Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

- 3.
42 CFR 435212 &
1902(e) (2) of the
Act, P.L. 99-272
(Section 9517) P.L.
101-508 (Section 4732)

The State deems as eligible those individuals who
became otherwise ineligible for Medicaid while
enrolled in an HMO qualified under Title XIII of the
Public Health Service Act or while enrolled in an entity
described in Section 1903 (m) (2) (B) (111), (E) or (G)
of the Act, or a competitive Medical Plan (CMP) with a

Medicare contract under Section 1876 of the Act, but
who have been enrolled in the HMO or entity for less
than the minimum enrollment period listed below. The
HMO or entity must have risk contract specified in 42
CFR 434.20(a). coverage under this section is limited to
HMO services and family planning services described
in Section 1905(a) (4) (C).

X_ The State elects not to guarantee eligibility.

* Agency that determines eligibility for coverage.

The state elects to guarantee eligibility. The
minimum enrollment period is months
(not to exceed six).

The State measures the minimum enrollment period
from:

The date beginning the period of enrollment
in the HMO or other entity, without any
intervening disenrollment, regardless of Medicaid
eligibility.

The date beginning the period of enrollment
in the HMO as a Medicaid patient (including
periods when payment is made under this section),
without any intervening disenrollment.

The date beginning the last period of
enrollment in the HMO as a Medicaid patient (not
including periods when payment is made under this
section), without any intervening disenrollment of
periods of enrollment as a privately paying patient.
(A new minimum enrollment period begins each
time the individual becomes Medicaid eligible
other than under this section.)

TN No. 94-027
Supersedes
TN NO. 92-09

Approval Date 8-24-94

Effective Date 7-01-94

HCFA ID: 7093E
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State / Territory: GEORGIA

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

The Medicaid Agency may elect to restrict the disenrollment
1903 (m) (2) (F) of the Act, P.L. rights of Medicaid enrollees of certain Federally qualified
98-369 (Section 2364), P.L. 99- HMOS, Competitive Medical Plans (CMPs) with Medicare
272 (Section 9517). P.L. 101-508 contracts under Section 1876 of the Act, and other organizations
(Section 4732) described in 42 CFR 434.27(d), in accordance with the
regulations at 42 CFR 434.27. This requirement applies unless a
recipient can demonstrate good cause for disenrolling or if he/she
moves out of the entity's service area or becomes ineligible.

_X_ Disenrollment rights are restricted for a period
of 6 months (not to exceed 6 months).

During the first month of each enrollment period
the recipient may disenroll without cause. The
State will provide notification, at least twice

per year, to recipients enrolled with such
organization of their right to and restrictions

of terminating such enrollment.

— No restrictions upon disenrollment rights.

1903 (m) (2) (H), 1902(a) (52) of  In the case of individuals who have become ineligible for

the Act. P.L. 101-508 (Section Medicaid for the brief period described in Section 1903 (m) (2)

4732) (H) and who were enrolled with an entity having a contract under
Section 1903 (m) when they became ineligible, the Medicaid
agency may elect to reenroll those individuals in the same entity
if that entity still has a contract.

X The Agency elects to reenroll the above individuals who are
ineligible in a month but in the succeeding two months become
eligible, into the same entity in which they were enrolled at the
time eligibility was lost.

— The agency elects not to reenroll above individuals into the same
entity in which they were previously enrolled.

* Agency that determines eligibility for coverage.

TN No. 94-027 Approval Date 8-24-94 Effective Date 7-01-94

Supersedes
TN NO. 92-09 HCFA ID: 7983E
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State/Territory: GEORGIA

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

IV-A 42 CFR 435.217 X 4. A group or groups of individuals who would be
eligible for Medicaid under the plan if they were in a
NF or an ICF/MR, who but for the provision of home
and community-based services under a waiver
granted under 42 CFR Part 441, Subpart G would
require institutionalization, and who will receive
home and community-based services under the
waiver. The group or groups covered are listed in the
waiver request. This option is effective on the
effective date of the State's section 1915(c) waiver
under which this group(s) is covered. In the event an
existing 1915(c) waiver is amended to cover this
group(s), this option is effective on the effective date
of the amendment.

* Agency that determines eligibility for coverage.

TN No. 92-09 Approval Date 4-7-92 Effective Date 1-1-92

Supersedes
TN NO. 91-31 HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency*  Citation(s) Groups Covered
B. Optional Groups Other Than the Medically Needy
(Continued)
IV-A 1902(a) (10) [X] 5. Individuals who would be eligible for Medicaid
XVI (A) (i) (VID under the plan if they were in a medical institution,
of the Act who are terminally ill, and who receive hospice care

in accordance with a voluntary election described in
section 1905(0) of the Act.

X

above.

[]

The State covers all individuals as described

The State covers only the following group or

groups of individuals:

* Agency that determines eligibility for coverage.

Aged
Blind
Disabled
Individuals under the age of--
— 21
— 20
— 19
— 18

Caretaker relatives
Pregnant women

TN No. 91-31
Supersedes
TN NO. NEW

Approval Date 12-18-91

Effective Date 10-1-91

HCFA ID: 7983E
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ATTACHMENT 2.2-A
Page 12

State: Georgia

Agency*  Citation(s)

Groups Covered

42 CFR 435.220

1902(a)(10)(A)(ii) and 1905(a)
of the Act

IV-A 42 CFR 435.222
1902(a)(10)(A)(ii) and 1905 (a)(i)
of the Act

B. Optional Groups Other Than the

Medically Needy (continued)

6.

Individuals who would be eligible for AFDC if their
work-related child-care costs were paid from
earnings rather than by a State agency as a service
expenditure. The State's AFDC plan deducts work-
related child-care costs from income to determine the
amount of AFDC.

The State covers all individuals as described above.

The State covers only the following group or groups
of individuals:
— Individuals under the age of--
— 21
— 20
— 19
— 18
—  Caretaker relatives
— Pregnant women

7._X_ a. All individuals who are not
described in Section 1902
(a)(10)(A)(1) of the Act, who meet
the income and resource
requirements of the AFDC State
plan, and who are under the age of
21, as indicated below

S 20
X 19
S 18

TN No. 04-002
Supersedes TN NO. 93-009

Approval Date SEP 23 2004
Effective Date JUL 01 2004
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OMB NO.: 0938-
State: GEORGIA
Agency*  Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

42 CFR 435.222 X__ b. Reasonable classifications of individuals described in (a)
above, as follows:

X (1) Individuals for whom public agencies are assuming full
or partial financial responsibility and who are:

X (a) In foster homes (and are under the age of
21).

X (b) In private institutions (and are under the age
of 21 ).

___ (c) In addition to the group under b. (1) (a) and
(b), individuals placed in foster homes or
private institutions by private, nonprofit
agencies (and are under the age of ___ ).

X (2) Individuals in adoptions subsidized in full or part by a
public agency (who are under the age of 21).

(3) Individuals in NFs (who are under the age of ).
NF services are provided under this plan.

(4) In addition to the group under (b) (3), individuals in
ICFs/MR (who are under the age of ).

* Agency that determines eligibility for coverage.

TN No. 94-002
Supersedes Approval Date 3-11-94 Effective Date 1-1-94
TN NO. 93-023
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B. Optional Groups Other Than the Medically Needy
(Continued)

(5) Individuals receiving active treatment as
inpatients in psychiatric facilities or
programs (who are under the age of ).
Inpatient psychiatric services for individuals
under age 21 are provided under this plan.

(6) Other defined groups (and ages), as specified
in Supplement 1 of ATTACHMENT 2.2-A.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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B. Optional Groups Other Than the Medically Needy

(Continued)
1902 (a) (10) _X_ 8. A child for whom there is in effect a State adoption
(A) (i1) (VIID) assistance agreement (other than under title IV-E of the
of the Act Act), who, as determined by the State adoption agency,

cannot be placed for adoption without medical assistance
because the child has special needs for medical
rehabilitative care, and who before execution of the
agreement—

a. Was eligible for Medicaid under the State's approved
Medicaid plan; or

b. Would have been eligible for Medicaid if the
standards and methodologies of the title IV-E foster
care program were applied rather than the AFDC
standards and methodologies.

The State covers individuals under the age of--
X 21
20
19
18

* Agency that determines eligibility for coverage.

TN No. 94-002

Supersedes Approval Date 3-11-94 Effective Date 1-1-94
TN NO. 93-023
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B. Optional Groups Other Than the Medically Needy
(Continued)

42 CFR 435.223 D 9. Individuals described below who would be eligible for
AFDC if coverage under the State's AFDC plan were as
broad as allowed under title [V-A:

1902(a) (10) __ Individuals under the age of--
(A)(i1) and _ 21
1905(a) of 20
the Act 19
18

Caretaker relatives
___ Pregnant woman

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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GEORGIA

Agency* Citation(s)

Groups Covered

42 CFR 435.230

B. Optional Groups Other Than the Medically Needy
(Continued)

D 10. States using SSI criteria with agreements under sections
1616 and 1634 of the Act.

The following groups of individuals who receive only a
State -supplementary payment (but no SSI payment)
under an approved optional State supplementary payment
program that meets the following conditions. The
supplement is--

a. Based on need and paid in cash on a regular
basis.

b. Equal to the difference between the individual's
countable income and the income standard used
to determine eligibility for the supplement.

c. Available to all individuals in the State.

d. Paid to one or more of the classifications of

individuals listed below, who would be eligible

for SSI except for the level of their income.

(1) All aged individuals.

(2) All blind individuals.

(3) All disabled individuals.

TN No. 91-31
Supersedes
TN NO. 86-27

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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B. Optional Groups Other Than the Medically Needy
(Continued)

4. Aged individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

42 CFR 435.230 5. Blind individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

6. Disabled individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

7. Individuals receiving a Federally administered
optional State supplement that meets the conditions
specified in 42 CFR 435.230.

8. Individuals receiving a State administered optional
State supplement that meets the conditions specified
in 42 CFR 435.230.

9. Individuals in additional classifications approved by
the Secretary as follows:

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 86-27 HCFA ID: 7983E
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B. Optional Groups Other Than the Medically Needy
(Continued)

The supplement varies in income standard by political
subdivisions according to cost-of-living differences.

Yes.

No.
The standards for optional State supplementary
payments are listed in Supplement 6 of ATTACHMENT
2.6-4.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 17
OMB NO.: 0938-
GEORGIA

Agency*  Citation(s)

Groups Covered

42 CFR 435.230

B. Optional Groups Other Than the Medically Needy
(Continued)

D 11. Section 1902(f) states and SSI criteria States without

435.121 agreements under section 1616 or 1634 of the Act.

1902(a) (10)

(A) (1)(XI) The following groups of individuals who receive a State

of the Act supplementary payment under an approved optional State
supplementary payment program that meets the
following conditions. The supplement is—

a. Based on need and paid in cash on a regular basis.

b. Equal to the difference between the individual's
countable income and the income standard used to
determine eligibility for the supplement.

c. Available to all individuals in each classification and
available on a Statewide basis.

d. Paid to one or more of the classifications of
individuals listed below:

(1) All aged individuals.
_ (2) All blind individuals.
__ (3) All disabled individuals.
TN No. 92-02
Supersedes Approval Date 2-18-92 Effective Date 1-1-92
TN NO. 91-31 HCFA ID: 7983E
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B. Optional Groups Other Than the Medically Needy
(Continued)

(4) Aged individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

(5) Blind individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

(6) Disabled individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

(7) Individuals receiving federally administered optional
State supplement that meets the conditions specified
in 42 CFR 435.230.

(8) Individuals receiving a State administered optional
State supplement that meets the conditions specified
in 42 CFR 435.230.

(9) Individuals in additional classifications approved by
the Secretary as follows:

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 91-05 HCFA ID: 7983E
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B. Optional Groups Other Than the Medically Needy
(Continued)

The supplement varies in income standard by political
subdivisions according to cost-of-living differences.

The standards for optional State supplementary payments
are listed in Supplement 6 of ATTACHMENT 2.6-A.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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Agency*  Citation(s)

Groups Covered

IV-A 42 CFR 435.231

1902(a) (10)

(A1) (V)
of the Act

1902(a)(10)(A)
(i1) and 1905(a)
of the Act

B. Optional Groups Other Than the Medically Needy
(Continued)

E 12. Individuals who are in institutions for at
least 30 consecutive days and who are
eligible under a special income level.
Eligibility begins on the first day of
the 30-day period. These individuals
meet the income standards specified in
Supplement 6 to ATTACHMENT 2.6-A.

[X] The State covers all individuals as described
above.

D The State covers only the following group or
groups of individuals:

_ Aged
____ Blind
_____ Disabled
_ Individuals under the age of--
21
20
19
18
_____ Caretaker relatives
_ Pregnant women

TN No. 91-31
Supersedes
TN NO. 89-4

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD)

ATTACHMENT 2.2-A
Page 20
OMB NO.: 0938-

GEORGIA

Agency*  Citation(s)

Groups Covered

IV-A 1902(e) (3)
of the Act

1902(a) (10)
(A) (i) (IX)
and 1902(1)
of the Act

B. Optional Groups Other Than the Medically Needy
(Continued)

X

X

13.

14.

Certain disabled children age 18 or under who are living
at home, who would be eligible for Medicaid under the
plan if they were in a medical institution, and for whom
the state has made a determination as required under
section 1902(e)(3)(B) of the Act.

Supplement 3 to ATTACHMENT 2.2-A describes the
method that is used to determine the cost effectiveness of
caring for this group of disabled children at home.

The following individuals who are not mandatory
categorically needy whose income does not exceed the
income level (established at an amount above the
mandatory level and not more than 185 percent of the
Federal poverty income level) specified in Supplement 1
to ATTACHMENT 2.6-A for a family of the same size,
including the woman and unborn child or infant and who
meet the resource standards specified in Supplement 2 to
ATTACHMENT 2.6-A:

a. Women during pregnancy (and during the 60-day
period beginning on the last day of pregnancy); and

b. Infants under one year of age.

TN No. 93-007
Supersedes
TN NO. 91-31

Approval Date MAY 4 1993

Effective Date JAN 1 1993
HCFA ID: 7983E
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Groups Covered

1902(a)
(i)

and 1902(m)
(1) and (3)
of the Act

B. Optional Groups Other Than the Medically Needy
(Continued)

D 16. Individuals—

a. Who are 65 years of age or older or are disabled, as
determined under section 1614(a) (3) of the Act. Both
aged and disabled individuals are covered under this
eligibility group.

b. Whose income does not exceed the income level
(established at an amount up to 100 percent of the
Federal income poverty level) specified in
Supplement 1 to ATTACHMENT _2.6-A for a family
of the same size; and

c. Whose resources do not exceed the maximum
amount allowed under SSI; under the State's more
restrictive financial criteria; or under the State's
medically needy program as specified in Supplement
2 of ATTACHMENT 2.6-A.

TN No. 91-31
Supersedes
TN NO. NEW

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: GEORGIA

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
1902(a) (47) X 17. Pregnant women who are determined by a "qualified
and 1920 of provider" (as defined in §1920(b)(2) of the Act) based
the Act on preliminary information, to meet the highest

applicable income criteria specified in this plan under
ATTACHMENT 2.6-A and are therefore determined
to be presumptively eligible during a presumptive
eligibility period in accordance with §1920 of the Act.

TN No. 93-010
Supersedes Approval Date MAY 7 1993 Effective Date JAN 1 1993
TN NO. 92-12
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Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

1906 of the Act X 18. Individuals required to enroll in cost-effective
employer-based group health plans remain
eligible for minimum enrollment period of 3
months.

1902 (a) (10) (F) _19. Individuals entitled to elect COBRA

and 1902 (u) (1) continuation coverage and whose income as

of the Act determined under section 1612 of the Act for
purposes of the SSI program, is no more than
100% of the Federal poverty level, whose
resources are no more than twice the SSI
resource limit for an individual, and for whom
the State determines that the cost of COBRA
premiums is likely to be less than the
Medicaid expenditure for an equivalent set of
services. See Supplement 11 to Attachment
2.6A.

|
=

1902 (a) (10) (A) (ii) X 20. Individuals who would be eligible for

(XV) of the Act Medicaid under the "Ticket to Work and
Work Incentives Act of 1999" (TWWIIA), if
they are working individuals with a disability
who is at least 16, but less than 65 years of
age, who except for earned income, would be
eligible to receive Supplemental Security
Income (SSI) and whose assets, resources, and
earned and unearned income (or both) does
not exceed such limitations as established. See
Supplement 8a to Attachment 2.6A and
Supplement 8b to Attachment 2.6A.

TN No. 07-015
Supersedes Approval Date 02/07/08 Effective Date 10/01/07
TN NO. 01-021
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Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

1902(a)(10)(A)a)(XVIID) X  24. Women who:

of the Act.
a. have been screened for breast or cervical cancer under the
Center for Disease Control and Prevention Breast and
Cervical Cancer Early Detection Program established
under Title XV of the Public Health Service Act in
accordance with the requirements of Section 1504 of the
Act and need treatment for breast cervical cancer,
including a pre-cancerous condition of the breast or
cervix;
b. are not otherwise covered under creditable coverage, as
defined in Section 2701© of the Public Health Service
Act;
c. are not eligible for Medicaid under any mandatory
categorically needy eligibility group, and
d. have not attained age 65.
1920B of the Act. X 25. Women who are determined by a “qualified entry" (as defined
in Section 1920B(b)] based on preliminary information, to be a
woman described in 1902(aa) of the Act related to certain breast
and cervical cancer patients. The presumptive period begins on
the day that the State makes a determination with respect to the
woman's eligibility for Medicaid, or if the woman does not
apply for Medicaid (or a Medicaid application was not made on
her behalf) by the last day of the month following the month in
which the determination of presumptive eligibility was made,
the presumptive period ends on the last day.
TN No. 01-020
Supersedes Approval Date AUG 08 2004 Effective Date APR 01 2001

TN NO. NEW
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Citation Condition or Requirement

B. Optional Groups Other Than the Medically Needy
(Continued)

1902(a) (10) (A) (ii) 26. Individuals who are independent foster care

(XVID adolescents as defined in Section 1905 (w) (1) of the

Of the Act and Act.

1905(w) (1)

Of the Act a. Reasonable classifications of individuals
described above, as follows:

The State covers all such individuals who:
1. are less than 21 years of age;
2. were in foster care under the responsibility
of the State on their 18" birthday.
3. Other (please describe)
n/a

b. Financial requirements
1. Income test

There is no income test for this
group.

|:| The income test for this group is

2. Resource test

There 1s no resource test for this
group.

|:| The resource test for this group
is

TN No. 08-010
Supersedes Approval Date 07/28/08 Effective Date 07/01/08
TN NO. NEW CMS ID:
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C. Optional Coverage of the Medically Needy

42 CFR 435.301 This plan includes the medically needy.

|:| No.

Yes. This plan covers:

IV-A 1. Pregnant women who, except for income and/or
resources, would be eligible as categorically needy under
title XIX of the Act.

IV-A 1902(e) of the 2. Women who, while pregnant, were eligible for and have

Act applied for Medicaid and receive Medicaid as medically

needy under the approved State plan on the date the
pregnancy ends. These women continue to be eligible, as
though they were pregnant, for all pregnancy-related and
postpartum services under the plan for a 60-day period,
beginning with the date the pregnancy ends, and any
remaining days in the month in which the 60™ day falls.

IV-A 1902(a) (10) 3. Individuals under age 18 who, but for income and/or
(c)@)() resources, would be eligible under section 1902(a)
of the Act (10)(A)(1) of the Act.
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. NEW HCFA ID: 7983E
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Agency*  Citation(s)

Groups Covered

IV-A 1902 (e) (4)
of the Act
P.L. 101-508
(Section 4603)

42 CFR 435.308

C. Optional Coverage of the Medically Needy (Continued)

4. Newborn children born on or after October 1, 1984 to a
woman who is eligible as medically needy and is
receiving Medicaid on the date of the child's birth. The
child is deemed to have applied and been found eligible
for Medicaid on the date of birth and remains eligible for
one year so long as:

a. For children born prior to January 1, 1991: the
woman remains eligible and the child is a member
of the woman's household.

b. For children born on or after January 1, 1991: the
woman remains eligible or would remain eligible if
pregnant and the child is a member of the woman's
household.

5. a. Financially eligible individuals who are not described in
Section C.3. above and who are under the age of--

A

20

19

18 or under age 19 who are full-time students in a
secondary school or in the equivalent level of
vocational or technical training

__ X b. Reasonable classifications of financially eligible
individuals under the ages of 21, 20, 19 or 18 as
specified below:

X (1) Individuals for whom public agencies are
assuming full or partial financial responsibility

and who are:

X (a) In foster homes (and are under the age

of 18).
__ X (b) In private institutions (and are under
the age of 18).

TN No. 91-31

Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. new
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C. Optional Coverage of the Medically Needy (continued)

(¢) In addition to the group under b. (1) (a) and (b), individuals
placed in foster homes or private institutions by private,
nonprofit agencies (and are under the age of __.)

X (2) Individuals in adoptions subsidized in full or part by a public
agency (who are under the age of 18).

(3) Individuals in NFs (who are under the age of ). NF services
are provided under this plan.

(4) In addition to the group under (b) (3), individuals in ICFs/MR
(who are under the age of ).

X (5) Individuals receiving active treatment as inpatients in psychiatric
facilities or programs (who are under the age of 21). Inpatient
psychiatric services for individuals under age 21 are provided
under this plan.

(6) Other defined groups (and ages), as specified in Supplement 1 of
Attachment 2.2-A.

TN No. 06-015
Supersedes Approval Date 02/28/07 Effective Date 01/01/07
TN NO. New HCFA ID: 7983E
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C. Optional Coverage of the Medically Needy (Continued)

42 CFR 435.310 |:| 6. Caretaker relatives.

42 CFR 435.320 and 7. Aged individuals.

435.330

42 CFR 435.322 and 8. Blind individuals.
435.330

42 CFR 435.324 and 9. Disabled individuals.

435.330

42 CFR 435.326

[

10. Individuals who would be ineligible if they were not
enrolled in an HMO. Categorically needy individuals
are covered under 42 CFR 435.212 and the same
rules apply to medically needy individuals.

435.340 11. Blind and disabled individuals who:

a. Meet all current requirements for Medicaid
eligibility except the blindness or disability
criteria;

b. Were eligible as medically needy in December
1973 as blind or disabled; and

c. For each consecutive month after December
1973 continue to meet the December 1973
eligibility criteria.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E



Revision: HCFA-PM-91-8 (MB) ATTACHMENT 2.2-A
October 1991 Page 26a
OMB NO.: 0938-

State/Territory: Georgia

Citation(s) Groups Covered

C. Optional Coverage of the Medically Needy (Continued)

1906 of the Act 12. Individuals required to enroll in cost-effective
employer-based group health plans remain eligible
for a minimum enrollment period of 3 months.

TN No. 94-009
Supersedes Approval Date 10-6-94 Effective Date 7-1-94
TN NO. NEW
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

REQUIREMENTS RELATING TO DETERMINING ELIGIBILITY FOR MEDICARE
PRESCRIPTION DRUG LOW-INCOME SUBSIDIES

Agency* Citation(s) Groups Covered

1935(a) and 1902(a)(66) The agency provides for making Medicare prescription drug Low Income
Subsidy determinations under Section 1935(a) of the Social Security Act.
42 CFR 423.774
and 423.904 a. The agency makes determinations of eligibility for premium and cost-
sharing subsidies under and in accordance with section 1860D-14 of
the Social Security Act;

b. The agency provides for informing the Secretary of such
determinations in cases in which such eligibility is established or
redetermined;

c. The agency provides for screening of individuals for Medicare cost-
sharing described in Section 1905(p)(3) of the Act and offering
enrollment to eligible individuals under the State plan or under a
waiver of the State plan.

TN No. 05-010
Supersedes Approval Date 10/07/05 Effective Date 07/01/05

TN NO. New
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GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION

Agency*  Citation(s) Groups Covered

The following groups are covered under this plan.

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups

IV-A 42 CFR 435.110 1. Recipients of AFDC
The approved State AFDC plan includes:

Families with an unemployed parent for the
mandatory 6-month period and an optional
extension of -0- months.

|:| Pregnant women with no other eligible children.

I:I AFDC children age 18 who are full-time students in
a secondary school or in the equivalent level of
vocational or technical training.

The standards for AFDC payments are listed in
Supplement 1 of ATTACHMENT 2.6-A.

IV-A 42 CFR 435.115 2. Deemed Recipients of AFDC

a. Individuals denied a title IV-A cash payment solely
because the amount would be less than $10.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 91-18 HCFA ID: 7983E
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Agency*  Citation(s)

Groups Covered

IV-A

1902(a)(10)(A)(1)
() of the Act

402(a)(22)(A)
of the Act

406(h) and
1902(a) (10)(A)
(i)(I) of the Act

1902(a) of the Act

* Agency that determines eligibility for coverage.

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

2. Deemed Recipients of AFDC.

b. Effective October 1, 1990, participants in a

work supplementation program under title [V-A
and any child or relative of such individual (or
other individual living in the same household as
such individuals) who would be eligible for
AFDC if there were no work supplementation
program, in accordance with section 482(e) (6)
of the Act.

Individuals whose AFDC payments are reduced
to zero by reason of recovery of overpayment of
AFDC funds.

An assistance unit deemed to be receiving
AFDC for a period of four calendar months
because the family becomes ineligible for
AFDC as a result of collection or increased
collection of support and meets the
requirements of section 406(h) of the Act.

Individuals deemed to be receiving AFDC who
meet the requirements of section 473(b)(1) or
(2) for whom an adoption assistance agreement
is in effect or foster care maintenance payments
are being made under title IV-E of the Act.

TN No. 91-31
Supersedes
TN NO. 91-18

Approval Date 12-18-91 Effective Date 10-1-91

HCFA ID: 7983E
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Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

407(b), 1902 3. Qualified Family Members (Medicaid Only)
(a)(10)(A)(1)

and 1905(m)(1) See Item A.10, pg 4a.

of the Act

1902(a)(52) 4. Families terminated from Low Income Medicaid
and 1925 of the Act solely because of earnings, hours of employment, or

loss of earned income disregards are entitled to up to
twelve months of extended benefits in accordance
with Section 1925 of the Act.

* Agency that determines eligibility for coverage.

TTN No. 02-010
Supersedes Approval Date January 24, 2003 Effective Date October 1, 2002
TN NO. 00-006
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

5. Individuals who are ineligible for AFDC solely
IV-A 42 CFR 435.113 because of eligibility requirements that are
specifically prohibited under Medicaid. Included are:

a. Families denied AFDC solely because of income
and resources deemed to be available from—

(1) Stepparents who are not legally liable for
support of stepchildren under a State law of
general applicability;

(2) Grandparents;
(3) Legal guardians; and

(4) Individual alien sponsors (who are not
spouses of the individual or the individual's
parent);

b. Families denied AFDC solely because of the
involuntary inclusion of siblings who have
income and resources of their own in the filing
unit.

c. Families denied AFDC because the family
transferred a resource without receiving adequate

compensation.
* Agency that determines eligibility for coverage.
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. 86-27 HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

6. Individuals who would be eligible for AFDC except
IV-A 42 CFR 435.114 for the increase in OASDI benefits under Pub. L. 9.2-
336 (July 1, 1972), who were entitled to OASDI in
August 1972, and who were receiving cash assistance
in August 1972.

Includes persons who would have been eligible for
cash assistance but had not applied in August

1972 (this group was included in this State's
August 1972 plan).

_ X Includes persons who would have been eligible
for cash assistance in August 1972 if not in a
medical institution or intermediate care facility
(this group was included in this State's August
1972 plan).

Not applicable with respect to intermediate care
facilities; State did or does not cover this service.

IV-A 1902(a) (10) 7. Qualified Pregnant Women and Children.
(A) (1) (D)
and 1905(n) of a. A pregnant woman whose pregnancy has been
the Act medically verified who—

(1) Would be eligible for an AFDC cash
payment if the child had been born and was
living with her;

* Agency that determines eligibility for coverage.

TN No. 92-02
Supersedes Approval Date 2-18-92 Effective Date 1-1-92
TN NO. 91-31 HCFA ID: 7983E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

*IV-A 7. a. (2) Is a member of a family that would be eligible
for aid to families with dependent children of
unemployed parents if the State had an AFDC-
unemployed parents program; or

(3) Would be eligible for an AFDC cash payment
on the basis of the income and resource
requirements of the State's approved AFDC

1902(a) (10)(A) plan.

(1)(IIT) and

1905(n) of the b. children born after September 30, 1983 who are
Act under age 19 and who would be eligible for an

AFDC cash payment on the basis of the income and
resource requirements of the State's approved AFDC
plan.

X Children born after
6/30/74
(specify optional earlier date)
who are under age 19 and who would be
eligible for an AFDC cash payment on the
basis of the income and resource requirements
of the State's approved AFDC plan.

TN No. 93-042
Supersedes Approval Date MAR 10 1994 Effective Date JUL 1 1993

TN NO. 92-12



Revision: 07/2004 ATTACHMENT 2.2-A
Page 4a
State: Georgia

Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

8. Pregnant women and infants, under 1 year of age,

IV-A with family income up to 133 percent of the Federal
1902(a)(10)(A) poverty level, who are described in Section

(1)(IV) and 1902(a)(10)(A)(1)(TV) and 1902(1)( T )(A) and (B) of
1902 (1) (1)(A) and the Act. The income level for this group is specified
B of the Act. in Supplement 1 to ATTACHMENT 2.6-A.

___ The State uses a percentage greater than 133 but not
more than 185 percent of the Federal poverty level, as
established in its State plan, State legislation, or State
appropriations as of December 19, 1989.

IV-A 9. Children

1902(a)(10)(A)

(1D)(IV) 1902 (1)(1) a. who have attained 1 year of age, but have not
(c) of the Act. attained 6 years of age, with family income at or

below 133 percent of the Federal poverty level.

IV-A b. born after September 30, 1983, who have
1902(a)(10)(A)(1) attained 6 years of age, but have not attained 19
(VII) and 1902(1) years of age, with family income at or below 100
(I)(D) of the Act. percent of the Federal poverty level.

Income levels for these groups are specified in Supplement 1 to
Attachment 2.6-A.

TN No. 04-003

Supersedes Approval Date SEP 23 2004 Effective Date JUL 1 2004
TN NO. 00-006
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ATTACHMENT 2.2-A
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

Georgia

COVERAGE AND CONDITIONS OF ELIGIBILITY

Agency*  Citation(s)

Groups Covered

IV-A 1902(a) (10)
(A)(1) (V) and
1905 (m) of the
Act

IV-A 1902(e)(5)
of the Act

1902(e)(6)
of the Act

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

10. Individuals other than qualified pregnant women and

1.

children under item A.7. above who are members of
a family that would be receiving AFDC under
section 407 of the Act if the State had not exercised
the option under section 407(b)(2)(B)(i) of the Act to
limit the number of months for which a family may
receive AFDC.

a. A woman who, while pregnant, was eligible for,
applied for, and receives Medicaid under the
approved State plan on the day her pregnancy
ends. The woman continues to be eligible, as
though she were pregnant, for all pregnancy-
related and postpartum medical assistance under
the plan for a 60-day period (beginning on the
last day of her pregnancy) and for any
remaining days in the month in which the 60™
day falls.

b. A pregnant woman who would otherwise lose
eligibility because of an increase in income (of
the family in which she is a member) during the
pregnancy or the postpartum period which
extends through the end of the month in which
the 60-day period (beginning on the last day of
pregnancy) ends.

* Agency that determines eligibility for coverage.

TN No. 92-12
Supersedes
TN NO. 91-31

Approval Date 5/20/92 Effective Date 4/1/92
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

COVERAGE AND CONDITIONS OF ELIGIBILITY

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

XVI 1902(¢e) (4) 1. A child born to a woman who is eligible for and
of the Act receiving Medicaid as categorically needy on the
date of the child's birth. The child is deemed eligible
for one year from birth as long as the mother remains
eligible or would remain eligible if still pregnant and
the child remains in the same household as the
mother.

42 CFR 435.120 2. Aged, Blind and Disabled Individuals Receiving
Cash Assistance

X a. Individuals receiving SSI.

This includes beneficiaries' eligible spouses and
persons receiving SSI benefits pending a final
determination of blindness or disability or
pending disposal of excess resources under an
agreement with the Social Security
Administration; and beginning January 1, 1981
persons receiving SSI under section 1619(a) of
the Act or considered to be receiving SSI under
section 1619(b) of the Act.

X Aged
X Blind
X Disabled
* Agency that determines eligibility for coverage.
TN No. 92-12
Supersedes Approval Date Effective Date

TN NO. 91-31
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State: GEORGIA
Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

435.121 13. I:l b. Individuals who meet more restrictive -
requirements for Medicaid than the SSI

1619(b) (1) requirements. (This includes persons who qualify

of the Act for benefits under section 1619(a) of the Act or

who meet the requirements for SSI status under
section 1619(b)(1) of the Act and who met the
State's more restrictive requirements for
Medicaid in the month before the month they
qualified for SSI under section 1619(a) or met
the requirements under section 1619(b)(1) of the
Act. Medicaid eligibility for these individuals
continues as long as they continue to meet the
1619 (a) eligibility standard or the requirements
of section 1619(b) of the Act.)

Aged
Blind
Disabled

The more restrictive categorical eligibility
criteria are described below:

(Financial criteria are described in ATTACHMENT 2.6-A).

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-6 HCFA ID: 7983E
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State:

(BPD) ATTACHMENT 2.2-A
Page 6b
OMB NO.: 0938-

GEORGIA

Agency* Citation(s)

Groups Covered

XVI 1902(a)
(10)(A)
()1
and 1905
(q) of
the Act
P.L.101-508,
SECTION 5032

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

3. Qualified severely impaired blind and disabled
individuals who--

a. For the month preceding the first month of eligibility
under the requirements of section 1905(q)(2) of the
Act, received SSI, a State supplemental payment
under section 1616 of the Act or under section 212 of
P.L. 93-66 or benefits under section 1619(a) of the
Act and were eligible for Medicaid; or

b. For the month of June 1987, were considered to be
receiving SSI under section 1619(b) of the Act and
were eligible for Medicaid. These individuals must—

(1) Continue to meet the criteria for blindness or
have the disabling physical or mental impairment
under which the individual was found to be
disabled;

(2) Except for earnings, continue to meet all
nondisability-related requirements for eligibility
for SSI benefits;

(3) Have unearned income in amounts that would
not cause them to be ineligible for a payment
under section 1611(b) of the Act;

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes
TN NO. 87-6

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

(4) Be seriously inhibited by the lack of Medicaid coverage
in their ability to continue to work or obtain employment;
and

(5) Have earnings that are not sufficient to provide for
himself or herself a reasonable equivalent of the
Medicaid, SSI (including any Federally administered
SSP), or public funded attendant care services that would
be available if he or she did have such earnings.

Not applicable with respect to individuals receiving only
SSP because the state either does not make SSP
payments or does not provide Medicaid to SSP-only
recipients.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-6 HCFA ID: 7983E
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(BPD) ATTACHMENT 2.2-A
Page 6d
OMB NO.: 0938-
GEORGIA

Agency*  Citation(s)

Groups Covered

1619(b)(3)
of the Act

A. Mandatory Coverage — Categorically Needy and Other

[]

Required Special Groups (Continued)

The State applies more restrictive eligibility requirements
for Medicaid than under SSI and under 42 CFR 435.121.
Individuals who qualify for benefits under section
1619(a) of the Act or individuals described above who
meet the eligibility requirements for SSI benefits under
section 1619(b)(1) of the Act and who met the State's
more restrictive requirements in the month before the
month they qualified for SSI under section 1619(a) or
met the requirements of section 1619(b)(1) of the Act are
covered. Eligibility for these individuals continues as
long as they continue to qualify for benefits under section
1619(a) of the Act or meet the SSI requirements under
section 1619(b)(1) of the Act.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes
TN NO. NEW

Approval Date 12-18-91 Effective Date 10-1-91

HCFA ID: 7983E
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Agency* Citation(s)

Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required

Special Groups (Continued)

IV-A 1634 (C) of

the Act

IV-A

XVI 42 CFR 435.130

42 CFR 435.122 16.

15. Except in States that apply more restrictive eligibility

requirements for Medicaid than under SSI, blind or
disabled individuals who—

a.

b.

Are at least 18 years of age;

Lose SSI eligibility because they become entitled
to OASDI child's benefits under section 202(d) of
the Act or an increase in these benefits based on
their disability. Medicaid eligibility for these
individuals continues for as long as they would be
eligible for SSI, absent their OASDI eligibility.

The state applies more restrictive eligibility
requirements than those under SSI, and part or all
of the amount of the OASDI benefit that caused
SSI/SSP ineligibility and subsequent increases are
deducted when determining the amount of
countable income for categorically needy
eligibility.

The state applies more restrictive requirements than
those under SSI, and none of the OASDI benefit is
deducted in determining the amount of countable
income for categorically needy eligibility.

Except in States that apply more restrictive eligibility
requirements for Medicaid than under SSI, individuals
who are ineligible for SSI or optional State supplements
(if the agency provides Medicaid under §435.230),
because of requirements that do not apply under title
XIX of the Act

17. Individuals receiving mandatory State supplements.

TN No. 91-31
Supersedes
TN NO. NEW

Approval Date 12-18-91

Effective Date 10-1-91
HCFA ID: 7983E
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* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.131 18. Individuals who in December 1973 were eligible for
Medicaid as an essential spouse and who have
continued, as spouse, to live with and be essential to
the well-being of a recipient of cash assistance. The
recipient with whom the essential spouse is living
continues to meet the December 1973 eligibility
requirements of the State's approved plan for OAA,
AB, APTD, or AABD and the spouse continues to
meet the December 1973 requirements for having his
or her needs included in computing the cash
payment.

|:| In December 1973, Medicaid coverage of the essential
spouse was limited to the following group(s):

Aged Blind Disabled

Not applicable. In December 1973, the essential spouse
was not eligible for Medicaid.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.132 19. Institutionalized individuals who were eligible for
Medicaid in December 1973 as inpatients of title
XIX medical institutions or residents of title XIX
intermediate care facilities, if, for each consecutive
month after December 1973, they—

a. Continue to meet the December 1973 Medicaid
State plan eligibility requirements; and

b. Remain institutionalized; and
c. Continue to need institutional care.
IV-A 42 CFR 435.133 20. Blind and disabled individuals who—
a. Meet all current requirements for Medicaid
eligibility except the blindness or disability

criteria; and

b. Were eligible for Medicaid in December 1973 as
blind or disabled; and

c. For each consecutive month after December
1973 continue to meet December 1973 eligibility

criteria.
* Agency that determines eligibility for coverage.
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. NEW HCFA ID: 7983E
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GEORGIA

Agency* Citation(s)

Groups Covered

IV-A 42 CFR 435.134

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

21. Individuals who would be SSI/SSP eligible except
for the increase in OASDI benefits under Pub. L. 92-
336 (July 1, 1972), who were entitled to OASDI in
August 1972, and who were receiving cash
assistance in August 1972.

I:l Includes persons who would have been eligible
for cash assistance but had not applied in August
1972 (this group was included in this State's
August 1972 plan).

Includes persons who would have been eligible
for cash assistance in August 1972 if not in a
medical institution or intermediate care facility
(this group was included in this State's August
1972 plan).

|:| Not applicable with respect to intermediate care
facilities; the State did or does not cover this

service.
* Agency that determines eligibility for coverage.
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-6 HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.135 22. Individuals who - -

a. Are receiving OASDI and were receiving SSI/SSP but
became ineligible for SSI/SSP after April 1977; and

b. Would still be eligible for SSI or SSP if cost-of-living
increases in OASDI paid under section 215(i) of the Act
received after the last month for which the individual was
eligible for and received SSI/SSP and OASDI,
concurrently, were deducted from income.

|:| Not applicable with respect to individuals receiving
only SSP because the State either does not make such
payments or does not provide Medicaid to $SP-only
recipients.

|:| Not applicable because the state applies more
restrictive eligibility requirements. than those under
SSI.

|:| The State applies more restrictive eligibility
requirements than those under SSI and the amount of
increase that caused SSI/SSP ineligibility and
subsequent increases are deducted when determining
the amount of countable income for categorically
needy eligibility.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 91-10 HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 1634 of the Act 23. Disabled widows and widowers who would be
eligible for SSI or SSP except for the increase in their
OASDI benefits as a result of the elimination of the
reduction factor required by section 134 of Pub. L. 98-21
and who are deemed, for purposes of title XIX, to be SSI
beneficiaries or SSP beneficiaries for individuals who
would be eligible for SSP only, under section 1634 (b) of
the Act.

I:I Not applicable with respect to individuals
receiving only SSP because the State either does
not make these payments or does not provide
Medicaid to SSP-only recipients.

I:l The State applies more restrictive eligibility
standards than those under SSI and considers
these individuals to have income equalling the
SSI Federal benefit rate, or the SSP benefit rate
for individuals who would be eligible for SSP
only, when determining countable income for
Medicaid categorically needy eligibility.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 91-08 HCFA ID: 7983E
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GEORGIA

Agency* Citation(s)

Groups Covered

1634(d) of
the Act

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

24. Disabled widows, disabled widowers, and surviving disabled
unmarried divorced spouses who had been married to the insured

individual for a period of at least ten years before the divorce
became effective, who have attained the age of 50, who are

receiving title I payments, and who because of the receipt of title
II income lost eligibility for SSI or SSP which they received in
the month prior to the month in which they began to receive title
II payments, who would be eligible for SSI or SSP if the amount
of the title II benefit were not counted as income, and who are not

entitled to Medicare Part A.

The State applies more restrictive eligibility requirements

for its blind or disabled than those of the SSI program.

In determining eligibility as categorically needy, the State
disregards the amount of the title II benefits identified in §

1634 (d) (1) (A) in determining the income of the

individual, but does not disregard any more of this income

than would reduce the individual's income to the SSI
income standard.

In determining eligibility as categorically needy, the State

disregards only part of the amount of the benefits

identified in §1634 (d) (1) (A) in determining the income

of the individual, which amount would not reduce the

individual's income below the SSI income standard. The

amount of these benefits to disregarded is specified in
Supplement 4 to Attachment 2.6-A.

In determining eligibility as categorically needy, the State

chooses not to deduct any of the benefit identified in
§1634 (d) (1) (A) in determining the income of the

individual.
* Agency that determines eligibility for coverage.
TN No. 92-09
Supersedes Approval Date 4-7-92 Effective Date 1-1-92

TN NO. 91-31
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State: GEORGIA

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required Special
Groups (Continued)

1902(a)(10)(E)(1), 25. Qualified Medicare Beneficiaries --

1905(p) and

1860D-14 a. Who are entitled to hospital insurance benefits under
(a)(3)(D) of the Act Medicare Part A, (but not pursuant to an
of the Act enrollment under section 1818A of the Act);

b. Whose income does not exceed 100 percent of the
Federal poverty level; and

c. Whose resources do not exceed three times the SSI
resource limit, adjusted annually by the increase in the
consumer price index.

(Medical assistance for this group is limited to Medicare
cost-sharing as defined in item 3.2 of this plan.)

1902(a)(10)(E)(ii), 26. Qualified Disabled and Working Individuals —
1905(s) of the Act
a. Who are entitled to hospital insurance benefits under
Medicare Part A under section 1818A of the Act;

b. Whose income does not exceed 200 percent of the
Federal poverty level; and

c. Whose resources do not exceed two times the SSI
resource limit.

d. Who are not otherwise eligible for medical assistance
under Title XIX of the Act.

(Medical assistance for this group is limited to Medicare
Part A premiums under section 1818A of the Act.)

* Agency that determines eligibility

TN No. 10-004
Supersedes Approval Date 06/15/2010 Effective Date 01/01/2010
TN NO. 93-010
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State: Georgia

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required Special
Groups (Continued)

1902(a)(10)(E)(ii1), 27. Specified Low-Income Medicare Beneficiaries —
1905(p)(3)(A)(ii),

and a. Who are entitled to hospital insurance benefits under
1860D-14(a)(3)(D) Medicare Part A (but not pursuant to an enrollment
of the Act under section 1818A of the Act);

b. whose income is greater than 100 percent but less than
120 percent of the Federal poverty level; and

c. Whose resources do not exceed three times the SSI

resource limit, adjusted annually by the increase in the
consumer price index.

* Agency that determines eligibility

TN No. 10-004 Approval Date 06/15/2010 Effective Date 01/01/2010
Supersedes TN NO. 93-010
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State: Georgia

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required
Special Groups (Continued)

1902(a)(10)(E)(iv) 28. Qualifying Individuals —

and 1905(p)(3)(A)(ii),

and 1860D 14(a)(3)(D) a. Who are entitled to hospital insurance benefits
of the Act under Medicare Part A (but not pursuant to an

enrollment under section 1818A of the Act);

b. whose income is at least 120 percent but less than
135 percent of the Federal poverty level;

c. Whose resources do not exceed three times the

SSI resource limit, adjusted annually by the
increase in the consumer price index.

* Agency that determines eligibility

TN No. 10-004 Approval Date 06/15/2010 Effective Date 01/01/2010
Supersedes TN NO. NEW
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State / Territory: GEORGIA

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

42 CFR 435212 & 3. The State deems as eligible those individuals who became
1902(e) (2) of the otherwise ineligible for Medicaid while enrolled in an HMO
Act, P.L. 99-272 qualified under Title XIII of the Public Health Service Act or
(Section 9517) P.L. while enrolled in an entity described in Section 1903(m) (2) (B)
101-508 (Section 4732) (111), (E) or (G) of the Act, or a Competitive Medical Plan

(CMP) with a Medicare contract under Section 1876 of the Act,
but who have been enrolled in the HMO or entity for less than the
minimum enrollment period listed below. The HMO or entity
must have a risk contract as specified in 42 CFR 434.20(a).
Coverage under this section is limited to HMO services and
family planning services described in Section 1905(a) (4) (C).

X The state elects not to guarantee eligibility.

The State elects to guarantee. The minimum enrollment
period is months (not to exceed six).

The State measures the enrollment period from:

The date beginning the period of enrollment in the
HMO or other entity, without any intervening
disenrollment, regardless of Medicaid eligibility.

The date beginning the period of enrollment in the
HMO as a Medicaid patient (including periods when
payment is made under this section), without any
intervening disenrollment.

The date beginning the last period of enrollment in
the HMO as a Medicaid patient (not including periods
when payment is made under this section), without any
intervening disenrollment of periods of enrollment as a
privately paying patient. (A new minimum enrollment
period begins each time the individual becomes Medicaid
eligible other than under this section.)

* Agency that determines eligibility for coverage.

TN No. 94-027 Approval Date 8-24-94 Effective Date 7-01-94
Supersedes
TN NO. 92-09 HCFA ID: 7093E
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State / Territory: GEORGIA

Agency* Citation(s) Groups Covered
B. Optional Groups Other Than the Medically Needy
(Continued)
1903(m) (2) (F) of = The Medicaid Agency may elect to restrict the disenrollment

the Act, P.L. 98-
369 (Section 2364),
P.L.99-272
(Section 9517),
P.L. 101-508
(Section 4732)

1903(m) (2) (H),
1902(a) (52) of the
Act.

P.L. 101-508
(Section 4732)

rights of Medicaid enrollees of certain Federally qualified HMOs,
Competitive Medical Plans (CMPs) with Medicare contracts
under Section 1876 of the Act, and other organizations described
in 42 CFR 434.27(d), in accordance with the regulations at 42
CFR 434.27. This requirement applies unless a recipient can
demonstrate good cause for disenrolling or if he/she moves out of
the entity's service area or becomes ineligible.

__ X Disenrollment rights are restricted for a period of 6_
months (not to exceed 6 months).

During the first month of each enrollment period the
recipient may disenroll without cause. The State will
provide notification, at least twice per year, to recipients
enrolled with such organization of their right to and
restrictions of terminating such enrollment.

No restrictions upon disenrollment rights.

In the case of individuals who have become ineligible for
Medicaid for the brief period described in Section 1903(m) (2)
(H) and who were enrolled with an entity having a contract under
Section 1903 (m) when they became ineligible, the Medicaid
agency may elect to reenroll those individuals in the same entity
if that entity still has a contract.

X The agency elects to reenroll the above individuals who
are ineligible in a month but in the succeeding two months
become eligible, into the same entity in which they were enrolled
at the time eligibility was lost.

The agency elects not to reenroll above individuals into
the same entity in which they were previously enrolled.

* Agency that determines eligibility for coverage.

TN No. 94-027
Supersedes
TN NO. 92-09

Approval Date 8-24-94 Effective Date 7-01-94

HCFA ID: 7983E
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State / Territory: GEORGIA

Agency* Citation(s)

Groups Covered

IV-A 42 CFR 435.217

B. Optional Groups Other Than the Medically Needy
(Continued)

X 4. A group or groups of individuals who would be eligible
for Medicaid under the plan if they were in a NF or an
ICF/MR, who but for the provision of home and
community-based services under a waiver granted
under 42 CFR Part 441, Subpart G would require
institutionalization, and who will receive home and
community-based services under the waiver. The group
or groups covered are listed in the waiver request. This
option is effective on the effective date of the State's
section 1915(c) waiver under which this group(s) is
covered. In the event an existing 1915(C) waiver is
amended to cover this group(s), this option is effective
on the effective date of the amendment.

* Agency that determines eligibility for coverage.

TN No. 92-09
Supersedes
TN NO. 91-31

Approval Date 4-7-92 Effective Date 1-1-92

HCFA ID: 7983E
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State: GEORGIA
Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
IV-A 1902(a) (10) 5. Individuals who would be eligible for Medicaid
XVI (A1) (VII) under the plan if they were in a medical institution,
of the Act who are terminally ill, and who receive hospice care

in accordance with a voluntary election described in
section 1905(0) of the Act.

The State covers all individuals as
described above.

|:| The State covers only the following
group or groups of individuals:

Aged
Blind
Disabled
Individuals under the age of--
21
20
19
18
Caretaker relatives
Pregnant women

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes

TN NO. NEW HCFA ID: 7983E
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OMB NO.: 0938-
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishing

Medicaid
(Continued)
1902(e)(13) of X (e) Express Lane Option. The Medicaid State agency
the Act elects the option to rely on a finding from an Express

Lane agency when determining whether a child
satisfies one or more components of Medicaid
eligibility. The Medicaid State agency agrees to meet
all of the Federal statutory and regulatory
requirements for this option. This authority may not
apply to eligibility determination made before
February 4, 2009, or after September 30, 2013.

(1) The Express Lane option is applied to:

Initial Determinations |:| Redeterminations

|:| Both

(2) A child is defined as younger than age:

XJ1o [J20 [J2

(3) The following public agencies are approved by
the Medicaid State agency as Express Lane
agencies:

The Department of Community Health Division of Public Health - The Child and Nutrition Act of
1966 (the Special Supplemental Nutrition Program for Women, Infants and Children or WIC)

TN No. 11-002
Supersedes TN NO. NEW Approval Date 04-13-11 Effective Date 01-01-11
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OMB NO.: 00938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishing
Medicaid
(Continued)

(4) The following components of Medicaid eligibility are
determined under the Express Lane option. Also, specify any
differences in budget unit, deeming, income exclusions,
income disregards, or other methodology between Medicaid
eligibility determinations for such children and the
determination under the Express Lane option.

The Department will use the following findings under the express lane option: income, identity, age and
residency.

WIC is limited to children under age 5 with a nutritional need. The Department will only receive

information on those children. The Department will follow up with the family to find additional children that may
be in the household and use the WIC income information to determine eligibility for all children in the household.
Citizenship information for all children will be obtained from the family. Identity information for non WIC
children will be obtained from the family. The department will not use additional budgeting deductions and will
rely solely on the WIC income finding.

The Department will use WIC income findings and apply this income to children who are applying for Medicaid.
WIC income is defined as gross cash income before deductions. WIC allows an exclusion from gross family
income for military housing. Gross family income must be equal to or less than 185% of the Federal Poverty
Level.

The Department allows a child support income disregard of $50 for the budget group. The Department allows the
following deductions from earned income for medical eligibility determinations:

-$90 standard work expense for each employed individual

-$30 earned income deduction and one-third of the remaining earned income for each employed individual
-dependent care expenses for each child or incapacitated individual These disregards do not apply to WIC and do
not apply to family income for ELE.

TN No. 11-002
Supersedes TN NO. NEW Approval Date 04-13-11 Effective Date 01-01-11
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OMB NO.: 00938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishin
Medicaid
(Continued)

(5) Check off which option is used to satisfy the Screen and Enroll
requirement before a child may be enrolled under title XXI.

|:| (a) Screening threshold established by the Medicaid agency as:

|:| @) percentage of the Federal Poverty level which
exceeds the highest Medicaid income threshold
applicable to a child by a minimum of 30 percentage
points: specify ; OF

(i1) percentage of the Federal poverty level (that
reflects the value of any difference between income
methodologies of Medicaid and the Express Lane
agency); or

|:| (b) Temporary enrollment pending screen and enroll.
(c) State's regular screen and enroll process for CHIP.

|:| (6) The State elects the option for automatic enrollment without a
Medicaid application, based on data obtained from other sources
and with the child's or family's affirmative consent to child's
Medicaid enrollment.

|:| (7) Check off if the State elects the option to rely on a finding from
an Express Lane agency that includes gross income or adjusted
gross income shown by State income tax records or returns.

TN No. 11-002
Supersedes TN NO. NEW Approval Date 04-13-11 Effective Date 01-01-11




Revision: January, 1993

ATTACHMENT 2.2-A
Page 12

State: GEORGIA

Agency* Citation(s)

Groups Covered

42 CFR 435.220

1902(a)(10)(A)(ii) and
1905(a) of the Act

IV-A 42 CFR 435.222
1902(a)(10)(A)(ii) and
1905 (a)(i) of the Act

B. Optional Groups Other Than the Medically Needy
(Continued)

6. Individuals who would be eligible for AFDC if
their work-related child-care costs were paid from
earnings rather than by a State agency as a service
expenditure. The State's AFDC plan deducts
work- related child-care costs from income to
determine the amount of AFDC.

The State covers all individuals as described
above.

The State covers only the following group or
groups of individuals:

Individuals under the age of

21
20
19
18

Caretaker relatives
Pregnant women

7. x_a. Allindividuals who are not described in
Section 1902 (a)(10)(A)(i) of the Act,
who meet the income and resource
requirements of the AFDC State plan,
and who are under the age of 21, as
indicated below.

20
X 19

18

TN No. 04-002

Supersedes TN NO. 93-009

Approval Date SEP 23 2004
Effective Date JUL 01 2004
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

42 CFR 435.222

B. Optional Groups Other Than the Medically Needy
(Continued)

__ X b. Reasonable classifications of described in (a) above,
as follows:

X (1) Individuals for whom public agencies are
assuming full partial financial
responsibility and who are:

X (a) In foster homes (and are under the
age of 21).

__ X (b) In private institutions (and are
under the age of 21).

(c) In addition to the group under b. (1)
(a) and (b), individuals placed in
foster homes or private institutions
by private, nonprofit agencies (and
are under the age of ).

X (2) Individuals in adoptions subsidized in full
or part by a public agency (who are under
the age of 21).

(3) Individuals in NFs (who are under the age
of ). NF services are provided under
this plan.

(4) In addition to the group under (b) (3),
individuals in ICFs/MR (who are under the

age of ).
* Agency that determines eligibility for coverage.
TN No. 94-002
Supersedes Approval Date 3-11-94 Effective Date 1-1-94

TN NO. 93-023
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered
B. Optional Groups Other Than the Medically Needy
(Continued)
(5) Individuals receiving active treatment as
inpatients in psychiatric facilities or programs
(who are under the age of ). Inpatient
psychiatric services for individuals under age
21 are provided under this plan.
(6) Other defined groups (and ages), as specified
in Supplement 1 of ATTACHMENT 2.2-A.
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. NEW

HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
1902 (a) (10) X 8. A child for whom there is in effect a State adoption
(A) (i) (VII) assistance agreement (other than under title IV-E of
of the Act the Act), who, as determined by the State adoption

agency, cannot be placed for adoption without
medical assistance because the child has special needs
for medical or rehabilitative care, and who before
execution of the agreement—

a. Was eligible for Medicaid under the State's
approved Medicaid plan; or

b. Would have been eligible for Medicaid if the
standards and methodologies of the title I[V-E
foster care program were applied rather than the
AFDC standards and methodologies.

The State covers individuals under the age of--

X 21
20
19
18
* Agency that determines eligibility for coverage.
TN No. 94-002
Supersedes Approval Date 3-11-94 Effective Date 1-1-94

TN NO. 93-023
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State: GEORGIA

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
42 CFR 435.223 I:l 9. Individuals described below who would be eligible for
AFDC if coverage under the state's AFDC plan were as
1902(a) (10) broad as allowed under title [V-A:
(A)(i1) and
1905(a) of Individuals under the age of--
the Act 21
20
19
18
Caretaker relatives
Pregnant women
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW

HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

42 CFR 435.230 I:l 10. States using SSI criteria with agreements under
sections 1616 and 1634 of the Act.

The following groups of individuals who receive
only a State -supplementary payment (but no SSI
payment) under an approved optional State
supplementary payment program that meets the
following conditions. The supplement is—

a. Based on need and paid in cash on a regular basis.

b. Equal to the difference between the individual's
countable income and the income standard used to
determine eligibility for the supplement.

c. Available to all individuals in the State.

d. Paid to one or more of the classifications of
individuals listed below, who would be eligible for
SSI except for the level of their income.

(1) All aged individuals.
(2) All blind individuals.

(3) All disabled individuals.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 86-27 HCFA ID: 7983E
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(BPD) ATTACHMENT 2.2-A
Page 16
OMB NO.: 0938-

GEORGIA

Agency* Citation(s)

Groups Covered

42 CFR 435.230

B. Optional Groups Other Than the Medically Needy
(Continued)

(4) Aged individuals in domiciliary facilities or
other group living arrangements as defined
under SSI.

(5) Blind individuals in domiciliary facilities or
other group living arrangements as defined
under SSI.

(6) Disabled individuals in domiciliary facilities or
other group living arrangements as defined
under SSI.

(7) Individuals receiving a Federally administered
optional State supplement that meets the
conditions specified in 42 CFR 435.230.

(8) Individuals receiving a State administered
optional State supplement that meets the
conditions specified in 42 CFR 435.230.

(9) Individuals in additional classifications
approved by the Secretary as follows:

TN No. 91-31
Supersedes
TN NO. 86-27

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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State: GEORGIA
Agency*  Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

The supplement varies in income standard by political
subdivisions according to cost-of-living differences.

The standards for optional State supplementary payments are
listed in Supplement 6 of ATTACHMENT 2.6-A.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:

ATTACHMENT 2.2-A
Page 17
OMB NO.: 0938-

GEORGIA

Agency* Citation(s)

Groups Covered

42 CFR 435.230
435.121

1902(a) (10)
(A) (1)(XT)

of the Act

B. Optional Groups Other Than the Medically Needy

(Continued)

|:| 11. Section 1902(f) States and SSI criteria States without

agreements under section 1616 or 1634 of the Act.

The following groups of individuals who receive a State
supplementary payment under an approved optional State
supplementary payment program that meets the
following conditions. The supplement is--

a. Based on need and paid in cash on a regular basis.
b. Equal to the difference between the individual's
countable income and the income standard used to

determine eligibility for the supplement.

c. Available to all individuals in each classification and
available on a Statewide basis.

d. Paid to one or more of the classifications of
individuals listed below:

(1) All aged individuals.
(2) All blind individuals.

(3) All disabled individuals.

TN No. 92-02
Supersedes
TN NO. 91-31

Approval Date 2-18-92 Effective Date 1-1-92

HCFA ID: 7983E
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OMB NO.: 0938-

GEORGIA

Agency* Citation(s)

Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

(4) Aged individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

(5) Blind individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

(6) Disabled individuals in domiciliary facilities or other
group living arrangements as defined under SSI.

(7) Individuals receiving federally administered optional
State supplement that meets the conditions specified in
42 CFR 435.230.

(8) Individuals receiving a State administered optional
State supplement that meets the conditions specified in
42 CFR 435.230.

(9) Individuals in additional classifications approved by
the Secretary as follows:

TN No. 91-31
Supersedes
TN NO. 91-05

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

The supplement varies in income standard by
political subdivisions according to
cost-of-living differences.

The standards for optional State supplementary
payments are listed in Supplement 6 of
ATTACHMENT 2.6-A.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. New HCFA ID: 7983E
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GEORGIA

Agency*  Citation(s)

Groups Covered

IV-A 42 CFR 435.231

1902(a) (10)

(A1) (V)
of the Act

1902(a)(10)(A)
(i1) and 1905(a)
of the Act

B. Optional Groups Other Than the Medically Needy
(Continued)

12. Individuals who are in institutions for at least 30
consecutive days and who are eligible under a special
income level. Eligibility begins on the first day of the
30-day period. These individuals meet the income
standards specified in Supplement 6 to
ATTACHMENT 2.6-A.

The State covers all individuals as described
above.

I:l The State covers only the following group or
groups of individuals:

Aged
Blind
Disabled
Individuals under the age of - -
21
20
19
18
Caretaker relatives
Pregnant women

TN No. 91-31
Supersedes
TN NO. 89-4

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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B. Optional Groups Other Than the Medically Needy (Continued)

IV-A 1902(e) (3) 13. Certain disabled children age 18 or under who are living at
of the Act home, who would be eligible for Medicaid under the plan
if they were in a medical institution, and for whom the
State has made a determination as required under section
1902 (e)(3)(B) of the Act.

Supplement 3 to ATTACHMENT 2.2-A describes the
method that is used to determine the cost effectiveness of
caring for this group of disabled children at home.

1902(a) (10) 14. The following individuals who are not mandatory

(A) (i1) (IX) categorically needy whose income does not exceed the
and 1902(1) income level (established at an amount above the
of the Act mandatory level and not more than 185 percent of the

Federal poverty income level) specified in Supplement 1 to
ATTACHMENT 2.6-A for a family of the same size,
including the woman and unborn child or infant and who
meet the resource standards specified in Supplement 2 to
ATTACHMENT 2.6-A:

a. Women during pregnancy (and during the 60-day period
beginning on the last day of pregnancy); and

b. Infants under one year of age.

TN No. 93-007
Supersedes Approval Date MAY 4 1993 Effective Date JAN 1 1993
TN NO. 91-31 HCFA ID: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:
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OMB NO.: 0938-
GEORGIA

Agency*  Citation(s)

Groups Covered

1902(a)

(i) (x)

and 1902 (m)
(1) and (3)
of the Act

B. Optional Groups Other Than the Medically Needy

(Continued)

|:| 16. Individuals--

a.

Who are 65 years of age or older or are disabled,
as determined under section 1614 (a)(3) of the Act.
Both aged and disabled individuals are covered
under this eligibility group.

Whose income does not exceed the income level
(established at an amount up to 100 percent of the
Federal income poverty level) specified in
Supplement 1 to ATTACHMENT 2.6-A for a
family of the same size; and

Whose resources do not exceed the maximum
amount allowed under SSI; under the State's more
restrictive financial criteria; or under the State's
medically needy program as specified in
Supplement 2 of ATTACHMENT 2.6-A.

TN No. 91-31
Supersedes
TN NO. NEW

Approval Date 12-18-91 Effective Date 10-1-91

HCFA ID: 7983E



Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2.2-A
FEBRUARY 1992 Page 23

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
1902 (a) (47) X 17. Pregnant women who are determined by a "qualified
and 1920 of provider" (as defined in §1920(b)(2) of the Act)
the Act based on preliminary information, to meet the

highest applicable income criteria specified in this
plan under ATTACHMENT 2.6-A and are therefore
determined to be presumptively eligible during a
presumptive eligibility period in accordance with
§1920 of the Act.

TN No. 93-010
Supersedes Approval Date MAY 7 1993 Effective Date JAN 1 1993
TN NO. 92-12
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State / Territory: GEORGIA

Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

1906 of the Act X 18. Individuals required to enroll in cost-effective employer- based group
health plans remain eligible for a minimum enrollment period of 3
months.

1902 (a) (10) (F) X 19. Individuals entitled to elect COBRA continuation coverage and

and 1902 (u) (1) whose income as determined under section 1612 of the Act for

of the Act purposes of the SSI program, is no more than 100% of the Federal
poverty level, whose resources are no more than twice the SSI
resource limit for an individual, and for whom the State determines
that the cost of COBRA premiums is likely to be less than the
Medicaid expenditure for an equivalent set of services. See
Supplement 11 to Attachment 2.6A.

1902 (a) (10) (A) X 20. Individuals who would be eligible for Medicaid under the "Ticket to

(i1) (XV) of the Act Work and Work Incentives Act of 1999” (TWWIIA), if they are
working individuals with a disability who is at least 16, but less than
65 years of age, who except for earned income, would be eligible to
receive Supplemental Security Income (SSI) and whose assets,
resources, and earned and unearned income (or both) does not exceed
such limitations as established. See Supplement 8a to Attachment
2.6A and Supplement 8b to Attachment 2.6A.

TN No. 07-015
Supersedes Approval Date 02/07/08 Effective Date 10/01/07
TN NO. 01-021
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State: Georgia

Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

1902(a)(10)(A)(i)(XVITD) X 24, Women who:
of the Act.
a. have been screened for breast or cervical cancer under the

Center for Disease Control and Prevention Breast and
Cervical Cancer Early Detection Program established under
Title XV of the Public Health Service Act in accordance
with the requirements of Section 1504 of the Act and need
treatment for breast or cervical cancer, including a pre-
cancerous condition of the breast or cervix;

b. are not otherwise covered under creditable coverage, as
defined in Section 2701© of the Public Health Service Act;

c. are not eligible for Medicaid under any mandatory
categorically needy eligibility group, and

d. have not attained age 65.

1920B of the Act. X 25. Women who are determined by a “qualified entry” [as defined
in Section 1920B(b)] based on preliminary information, to be a
woman described in 1902(aa) of the Act related to certain breast
and cervical cancer patients. The presumptive period begins on
the day that the State makes a determination with respect to the
woman's eligibility for Medicaid, or if the woman does not
apply for Medicaid (or a Medicaid application was not made on
her behalf) by the last day of the month following the month in
which the determination of presumptive eligibility was made,
the presumptive period ends on the last day.

TN No. 01-020
Supersedes Approval Date AUG 08 2001 Effective Date APR 01 2001

TN NO. New
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State: GEORGIA

Citation(s) Condition or Requirement

B. Optional Groups Other Than the Medically Needy
(Continued)

1902(a) (10) (A) (ii) 26. Individuals who are independent foster care
(XVII) Of the Act and adolescents as defined in Section 1905 (w) (1) of
1905(w) (1) the Act.
Of the Act

a. Reasonable classifications of individuals

described above, as follows:

The State covers all such individuals who:

1. are less than 21 years of age;

2. were in foster care under the
responsibility of the State on their 18th
birthday.

3. Other (please describe) n/a .
b. Financial requirements
1. Income test

There is no income test for this
group.

I:l The income test for this group is

2. Resource test

There is no resource test for this
group.

I:l The resource test for this group is

TN No. 08-010
Supersedes Approval Date 07/28/08 Effective Date 07/01/08

TN NO. NEW CMS ID:
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Agency*  Citation(s) Groups Covered

C. Optional Coverage of the Medically Needy

*42 CFR 35.301 This plan includes the medically needy.

[] o

Yes. This plan covers:

IV-A 1. Pregnant women who, except for income and/or resources,
would be eligible as categorically needy under title XIX of
the Act.

IV-A 1902(e) of the 2. Women who, while pregnant, were eligible for and have

Act applied for Medicaid and receive Medicaid as medically

needy under the approved State plan on the date the
pregnancy ends. These women continue to be eligible, as
though they were pregnant, for all pregnancy-related and
postpartum services under the plan for a 60-day period,
beginning with the date the pregnancy ends, and any
remaining days in the month in which the 60" day falls.

IV-A 1902(a) (10) 3. Individuals under age 18 who, but for income and/or
(O)1) (D resources, would be eligible under section 1902(a) (10)(A)
of the Act (1) of the Act.

*Cite is 42 CFR 435.301

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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State: GEORGIA

Agency*  Citation(s) Groups Covered

C. Optional Coverage of the Medically Needy (Continued)

IV-A 1902(e) (4) 4. Newborn children born on or after October 1, 1984 to a
of the Act woman who is eligible as medically needy and is receiving
P.L. 101-508 Medicaid on the date of the child's birth. The child is
(Section 4603) deemed to have applied and been found eligible for

Medicaid on the date of birth and remains eligible for one
year so long as:

a. For children born prior to January 1, 1991: the woman
remains eligible and the child is a member of the
woman's household.

b. For children born on or after January 1, 1991: the
woman remains eligible or would remain eligible if
pregnant and the child is a member of the woman's
household.

42 CFR 435308 5. a. Financially eligible individuals who are not described

in Section C.3. above and who are under the age of--

21

20

19

18 or under age 19 who are full-time students in
a secondary school or in the equivalent level of
vocational or technical training

__ X b. Reasonable classifications of financially eligible
individuals under the ages of 21, 20, 19 or 18 as specified below:

X (1) Individuals for whom public agencies are
assuming full or partial financial responsibility and who

are:
X (a) In foster homes (and are under the age
of 18).
X (b) In private institutions (and are under the
age of 18).
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. NEW
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State: Georgia

Agency*  Citation(s) Groups Covered

C. Optional Coverage of the Medically Needy (continued)

(c) In addition to the group under b. (1) (a) and (b),
individuals placed in foster homes or private
institutions by private, nonprofit agencies (and are

under the age of )

X (2) Individuals in adoptions subsidized in full or part
by a public agency (who are under the age of 18).

(3) Individuals in NFs (who are under the age of
). NF services are provided under this plan.

(4) In addition to the group under (b) (3), individuals
in ICFs/MR (who are under the age of ).

X (5) Individuals receiving active treatment as inpatients
in psychiatric facilities or programs (who are
under the age of 21). Inpatient psychiatric services
for individuals under age 21 are provided under

this plan.

(6) Other defined groups (and ages), as specified in
Supplement 1 of Attachment 2.2-A.

TN No. 06-015
Supersedes Approval Date 2/28/07 Effective Date 01/01/07
HCFA 1ID: 7983E

TN NO. NEW
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C. Optional Coverage of the Medically Needy (Continued)

42 CFR 435310 |:| 6. Caretaker relatives.

42 CFR 435.320 7. Aged individuals.
and 435.330

42 CFR 435.322 8. Blind individuals.
and 435.330

42 CFR 435.324 9. Disabled individuals.
and 435.330

42 CFR 435.326 |:| 10. Individuals who would be ineligible if they were not
enrolled in an HMO. Categorically needy individuals are
covered under 42 CFR 435.212 and the same rules apply to
medically needy individuals.

435.340 11. Blind and disabled individuals who:

a. Meet all current requirements for Medicaid eligibility
except the blindness or disability criteria;

b. Were eligible as medically needy in December 1973 as
blind or disabled; and

c. For each consecutive month after December 1973
continue to meet the December 1973 eligibility
criteria.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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State / Territory: GEORGIA

Citation(s) Groups Covered

C. Optional Coverage of the Medically Needy (Continued)

1906 of the Act 12. Individuals required to enroll in cost- effective
employer-based group health plans remain eligible for a
minimum enrollment period of 3 months.

TN No. 94-009
Supersedes Approval Date 10-6-94 Effective Date 7-1-94
TN NO. NEW
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

REQUIREMENTS RELATING TO DETERMINING ELIGIBILITY FOR MEDICARE
PRESCRIPTION DRUG LOW-INCOME SUBSIDIES

Agency*  Citation(s) Groups Covered

1935(a) and 1902(a)(66) The agency provides for making Medicare prescription drug Low
Income Subsidy determinations under Section 1935(a) of the
Social Security Act.

42 CFR 423.774 1. The agency makes determinations of eligibility for

and 423.904 premium and cost-sharing subsidies under and in
accordance with section 1860D-14 of the Social Security
Act;

2. The agency provides for informing the Secretary of such
determinations in cases in which such eligibility is
established or redetermined;

3. The agency provides for screening of individuals for
Medicare cost-sharing described in Section 1905(p)(3) of
the Act and offering enrollment to eligible individuals
under the State plan or under a waiver of the State plan.

TN No. 05-010 Approval Date 10/07/05 Effective Date 07/01/05
Supersedes
TN NO. New
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: GEORGIA

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION

Agency*  Citation(s) Groups Covered

The following groups are covered under this plan.

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups

IV-A 42 CFR 435.110 1. Recipients of AFDC
The approved State AFDC plan includes:

Families with an unemployed parent for the
mandatory 6-month period and an optional extension
of -0- months.

|:| Pregnant women with no other eligible children.
I:I AFDC children age 18 who are full-time students in
a secondary school or in the equivalent level of

vocational or technical training.

The standards for AFDC payments are listed in Supplement 1 of
ATTACHMENT 2.6-A.

IV-A 42 CFR 435.115 2. Deemed Recipients of AFDC

a. Individuals denied a title IV-A cash payment solely
because the amount would be less than $10.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 91-18 HCFA ID: 7983E
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Agency*  Citation(s)

Groups Covered

IV-A

1902(a)(10)(A)(1)
(I) of the Act

402(a)(22)(A)
of the Act

406(h) and
1902(a) (10)(A)
(i)(I) of the Act

1902(a) of the Act

* Agency that determines eligibility for coverage.

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

2. Deemed Recipients of AFDC.

b. Effective October 1, 1990, participants in a

work supplementation program under title [V-A
and any child or relative of such individual (or
other individual living in the same household as
such individuals) who would be eligible for
AFDC if there were no work supplementation
program, in accordance with section 482(e) (6)
of the Act.

Individuals whose AFDC payments are reduced
to zero by reason of recovery of overpayment of
AFDC funds.

An assistance unit deemed to be receiving
AFDC for a period of four calendar months
because the family becomes ineligible for
AFDC as a result of collection or increased
collection of support and meets. The
requirements of section 406(h) of the Act.

Individuals deemed to be receiving AFDC who
meet the requirements of section 473(b)(1) or
(2) for whom an adoption assistance agreement
is in effect or foster care maintenance payments
are being made under title IV-E of the Act.

TN No. 91-31
Supersedes
TN NO. 91-18

Approval Date 12-18-91 Effective Date 10-1-91

HCFA ID: 7983E
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Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

407(b), 1902 3. Qualified Family Members (Medicaid Only)
(a)(10)(A)(1)

and 1905(m)(1) See Item A.10, pg 4a.

of the Act

1902(a)(52) 4. Families terminated from Low Income Medicaid
and 1925 of the Act solely because of earnings, hours of employment, or

loss of earned income disregards are entitled to up to
twelve months of extended benefits in accordance
with Section 1925 of the Act.

* Agency that determines eligibility for coverage.

TN No. 02-010
Supersedes Approval Date January 24, 2003 Effective Date October 1, 2002
TN NO. 00-006
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Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

5. Individuals who are ineligible for AFDC solely because of
IV-A 42 CFR 435.113 eligibility requirements that are specifically prohibited
under Medicaid. Included are:

a. Families denied AFDC solely because of income and
resources deemed to be available from—

(1) Stepparents who are not legally liable for support
of stepchildren under a State law of general
applicability;

(2) Grandparents;

(3) Legal guardians; and

(4) Individual alien sponsors (who are not spouses of
the individual or the individual's parent);

b. Families denied AFDC solely because of the
involuntary inclusion of siblings who have income
and resources of their own in the filing unit.

c. Families denied AFDC because the family

transferred a resource without receiving adequate
compensation.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 86-27 HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

6. Individuals who would be eligible for AFDC except for the
IV-A 42 CFR 435.114 increase in OASDI benefits under Pub. L. 9.2-336 (July 1,
1972), who were entitled to OASDI in August 1972, and
who were receiving cash assistance in August 1972.

Includes persons who would have been eligible for
cash assistance but had not applied in August 1972 (this
group was included in this State's August 1972 plan).

X Includes persons who would have been eligible for
cash assistance in August 1972 if not in a medical
institution or intermediate care facility (this group was
included in this State's August 1972 plan).

Not applicable with respect to intermediate care
facilities; State did or does not cover this service.

IV-A 1902(a) (10) 7. Qualified Pregnant Women and Children.
(A) (1) (D)
and 1905(n) of a. A pregnant woman whose pregnancy has been medically
the Act verified who—

(2) Would be eligible for an AFDC cash payment if the
child had been born and was living with her;

* Agency that determines eligibility for coverage.

TN No. 92-02
Supersedes Approval Date 2-18-92 Effective Date 1-1-92
TN NO. 91-31 HCFA ID: 7983E



Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2.2-A
FEBRUARY 1992 Page 4

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

*IV-A 7. a. (2) Is a member of a family that would be eligible for aid
to families with dependent children of unemployed
parents if the State had an AFDC-unemployed
parents program; or

(3) Would be eligible for an AFDC cash payment on the
basis of the income and resource requirements of the
State's approved AFDC plan.
1902(a) (10)(A)

(1)(IIT) and b. children born after September 30, 1983 who are under
1905(n) of the age 19 and who would be eligible for an AFDC cash
Act payment on the basis of the income and resource

requirements of the State's approved AFDC plan.

__ X Children born after
6/30/74
(specify optional earlier date)
who are under age 19 and who would be eligible
for an AFDC cash payment on the basis of the
income and resource requirements of the State's
approved AFDC plan.

TN No. 93-042
Supersedes Approval Date MAR 10 1994 Effective Date JUL 1 1993

TN NO. 92-12
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Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

8. Pregnant women and infants, under 1 year of age,

IV-A with family income up to 133 percent of the Federal
1902(a)(10)(A) poverty level, who are described in Section

(1)(IV) and 1902(a)(10)(A)(1)(TV) and 1902(1)( T )(A) and (B) of
1902 (1) (1)(A) and the Act. The income level for this group is specified
B of the Act. in Supplement 1 to ATTACHMENT 2.6-A.

___ The State uses a percentage greater than 133 but not
more than 185 percent of the Federal poverty level,
as established in its State plan, State legislation, or
State appropriations as of December 19, 1989.

IV-A 9. Children

1902(a)(10)(A)

(1D)(IV) 1902 (1)(1) a. who have attained 1 year of age, but have not
(c) of the Act. attained 6 years of age, with family income at or

below 133 percent of the Federal poverty level.

IV-A b. born after September 30, 1983, who have
1902(a)(10)(A)(1) attained 6 years of age, but have not attained 19
(VII) and 1902(1) years of age, with family income at or below 100
(I)(D) of the Act. percent of the Federal poverty level.

Income levels for these groups are specified in Supplement
1 to Attachment 2.6-A.

TN No. 04-003

Supersedes Approval Date SEP 23 2004 Effective Date JUL 1 2004
TN NO. 00-006
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

Georgia

COVERAGE AND CONDITIONS OF ELIGIBILITY

Agency*  Citation(s)

Groups Covered

IV-A 1902(a) (10)
(A)(1) (V) and
1905 (m) of the
Act

IV-A 1902(e)(5)
of the Act

1902(e)(6)
of the Act

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

10. Individuals other than qualified pregnant women and

1.

children under item A.7. above who are members of
a family that would be receiving AFDC under
section 407 of the Act if the State had not exercised
the option under section 407(b)(2)(B)(i) of the Act to
limit the number of months for which a family may
receive AFDC.

a. A woman who, while pregnant, was eligible
for, applied for, and receives Medicaid under
the approved State plan on the day her
pregnancy ends. The woman continues to be
eligible, as though she were pregnant, for all
pregnancy-related and postpartum medical
assistance under the plan for a 60-day period
(beginning on the last day of her pregnancy)
and for any remaining days in the month in
which the 60™ day falls.

b. A pregnant woman who would otherwise
lose eligibility because of an increase in
income (of the family in which she is a
member) during the pregnancy or the
postpartum period which extends through the
end of the month in which the 60-day period
(beginning on the last day of pregnancy)

ends.
* Agency that determines eligibility for coverage.
TN No. 92-12
Supersedes Approval Date 5/20/92 Effective Date 4/1/92

TN NO. 91-31
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

COVERAGE AND CONDITIONS OF ELIGIBILITY

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

XVI 1902(¢e) (4) 1. A child born to a woman who is eligible for and
of the Act receiving Medicaid as categorically needy on the
date of the child's birth. The child is deemed eligible
for one year from birth as long as the mother remains
eligible or would remain eligible if still pregnant and
the child remains in the same household as the
mother.

42 CFR 435.120 2. Aged, Blind and Disabled Individuals Receiving
Cash Assistance

X a. Individuals receiving SSI.

This includes beneficiaries' eligible spouses
and persons receiving SSI benefits pending a
final determination of blindness or disability
or pending disposal of excess resources
under an agreement with the Social Security
Administration; and beginning January 1,
1981 persons receiving SSI under section
1619(a) of the Act or considered to be
receiving SSI under section 1619(b) of the

Act.
X Aged
X Blind
_ X Disabled
* Agency that determines eligibility for coverage.
TN No. 92-12
Supersedes Approval Date Effective Date

TN NO. 91-31
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

435.121 13. b. Individuals who meet more restrictive -
requirements for Medicaid than the SSI

1619(b) (1) requirements. (This includes persons who qualify

of the Act for benefits under section 1619(a) of the Act or who

meet the requirements for SSI status under section
1619(b)(1) of the Act and who met the State's more
restrictive requirements for Medicaid in the month
before the month they qualified for SSI under
section 1619(a) or met the requirements under
section 1619(b)(1) of the Act. Medicaid eligibility
for these individuals continues as long as they
continue to meet the 1619 (a) eligibility standard or
the requirements of section 1619(b) of the Act.)

Aged
Blind
Disabled

The more restrictive categorical eligibility criteria
are described below:

(Financial criteria are described in ATTACHMENT 2.6-A).

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-6 HCFA ID: 7983E
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GEORGIA

Agency* Citation(s)

Groups Covered

XVI 1902(a)
(10)(A)
()1
and 1905
(q) of
the Act
P.L.101-508,
SECTION 5032

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

3. Qualified severely impaired blind and disabled
individuals who--

a. For the month preceding the first month of eligibility
under the requirements of section 1905(q)(2) of the
Act, received SSI, a State supplemental payment
under section 1616 of the Act or under section 212 of
P.L. 93-66 or benefits under section 1619(a) of the
Act and were eligible for Medicaid; or

b. For the month of June 1987, were considered to be
receiving SSI under section 1619(b) of the Act and
were eligible for Medicaid. These individuals must—

(1) Continue to meet the criteria for blindness or
have the disabling physical or mental impairment
under which the individual was found to be
disabled;

(2) Except for earnings, continue to meet all
nondisability-related requirements for eligibility
for SSI benefits;

(3) Have unearned income in amounts that would
not cause them to be ineligible for a payment
under section 1611(b) of the Act;

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes
TN NO. 87-6

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

(4) Be seriously inhibited by the lack of Medicaid coverage
in their ability to continue to work or obtain employment;
and

(5) Have earnings that are not sufficient to provide for
himself or herself a reasonable equivalent of the
Medicaid, SSI (including any Federally administered
SSP), or public funded attendant care services that would
be available if he or she did have such earnings.

Not applicable with respect to individuals receiving only
SSP because the state either does not make SSP
payments or does not provide Medicaid to SSP-only
recipients.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-6 HCFA ID: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 6d
OMB NO.: 0938-
GEORGIA

Agency*  Citation(s)

Groups Covered

1619(b)(3)
of the Act

A. Mandatory Coverage — Categorically Needy and Other

[]

Required Special Groups (Continued)

The State applies more restrictive eligibility requirements
for Medicaid than under SSI and under 42 CFR 435.121.
Individuals who qualify for benefits under section
1619(a) of the Act or individuals described above who
meet the eligibility requirements for SSI benefits under
section 1619(b)(1) of the Act and who met the State's
more restrictive requirements in the month before the
month they qualified for SSI under section 1619(a) or
met the requirements of section 1619(b)(1) of the Act are
covered. Eligibility for these individuals continues as
long as they continue to qualify for benefits under section
1619(a) of the Act or meet the SSI requirements under
section 1619(b)(1) of the Act.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes
TN NO. NEW

Approval Date 12-18-91 Effective Date 10-1-91

HCFA ID: 7983E
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Agency* Citation(s)

Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required

Special Groups (Continued)

IV-A 1634 (C) of 15.

the Act

IV-A 42 CFR 435.122 16.

XVI 42 CFR 435.130 17.

* Agency that determines eligibility for coverage.

Except in States that apply more restrictive eligibility
requirements for Medicaid than under SSI, blind or
disabled individuals who—

a. Are at least 18 years of age;

b. Lose SSI eligibility because they become
entitled to OASDI child's benefits under
section 202(d) of the Act or an increase in
these benefits based on their disability.
Medicaid eligibility for these individuals
continues for as long as they would be eligible
for SSI, absent their OASDI eligibility.

c. The state applies more restrictive eligibility
requirements than those under SSI, and part or
all of the amount of the OASDI benefit that
caused SSI/SSP ineligibility and subsequent
increases are deducted when determining the
amount of countable income for categorically
needy eligibility.

d. The state applies more restrictive requirements
than those under SSI, and none of the OASDI
benefit is deducted in determining the amount
of countable income for categorically needy
eligibility.

Except in States that apply more restrictive eligibility
requirements for Medicaid than under SSI, individuals
who are ineligible for SSI or optional State supplements
(if the agency provides Medicaid under §435.230),
because of requirements

Individuals receiving mandatory State supplements.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.131 18. Individuals who in December 1973 were eligible for
Medicaid as an essential spouse and who have
continued, as spouse, to live with and be essential to
the well-being of a recipient of cash assistance. The
recipient with whom the essential spouse is living
continues to meet the December 1973 eligibility
requirements of the State's approved plan for OAA,
AB, APTD, or AABD and the spouse continues to
meet the December 1973 requirements for having his
or her needs included in computing the cash
payment.

|:| In December 1973, Medicaid coverage of the essential
spouse was limited to the following group(s):

Aged Blind Disabled

Not applicable. In December 1973, the essential spouse
was not eligible for Medicaid.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.132 19. Institutionalized individuals who were eligible for
Medicaid in December 1973 as inpatients of title
XIX medical institutions or residents of title XIX
intermediate care facilities, if, for each consecutive
month after December 1973, they—

a. Continue to meet the December 1973 Medicaid
State plan eligibility requirements; and

b. Remain institutionalized; and
c. Continue to need institutional care.
IV-A 42 CFR 435.133 20. Blind and disabled individuals who—
a. Meet all current requirements for Medicaid
eligibility except the blindness or disability

criteria; and

b. Were eligible for Medicaid in December 1973 as
blind or disabled; and

c. For each consecutive month after December
1973 continue to meet December 1973 eligibility

criteria.
* Agency that determines eligibility for coverage.
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN NO. NEW HCFA ID: 7983E
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Agency* Citation(s)

Groups Covered

IV-A 42 CFR 435.134

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

21. Individuals who would be SSI/SSP eligible except
for the increase in OASDI benefits under Pub. L. 92-
336 (July 1, 1972), who were entitled to OASDI in
August 1972, and who were receiving cash
assistance in August 1972.

I:l Includes persons who would have been eligible
for cash assistance but had not applied in August
1972 (this group was included in this State's
August 1972 plan).

Includes persons who would have been eligible
for cash assistance in August 1972 if not in a
medical institution or intermediate care facility
(this group was included in this State's August
1972 plan).

|:| Not applicable with respect to intermediate care
facilities; the State did or does not cover this

service.
* Agency that determines eligibility for coverage.
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 87-6 HCFA ID: 7983E
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A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 42 CFR 435.135 22. Individuals who - -

a. Are receiving OASDI and were receiving SSI/SSP but
became ineligible for SSI/SSP after April 1977; and

b. Would still be eligible for SSI or SSP if cost-of-living
increases in OASDI paid under section 215(i) of the Act
received after the last month for which the individual was
eligible for and received SSI/SSP and OASDI,
concurrently, were deducted from income.

|:| Not applicable with respect to individuals receiving
only SSP because the State either does not make such
payments or does not provide Medicaid to $SP-only
recipients.

|:| Not applicable because the state applies more
restrictive eligibility requirements. than those under
SSI.

|:| The State applies more restrictive eligibility
requirements than those under SSI and the amount of
increase that caused SSI/SSP ineligibility and
subsequent increases are deducted when determining
the amount of countable income for categorically
needy eligibility.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 91-10 HCFA ID: 7983E
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State: GEORGIA OMB NO.: 0938-
State: GEORGIA
Agency*  Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

IV-A 1634 of the Act 23. Disabled widows and widowers who would be
eligible for SSI OF SSP except for the increase in their
OASDI benefits as a result of the elimination of the
reduction factor required by section 134 of Pub. L. 98-21
and who are deemed, for purposes of title XIX, to be SSI
beneficiaries or SSP beneficiaries for individuals who
would be eligible for SSP only, under section 1634 (b) of
the Act.

I:I Not applicable with respect to individuals
receiving only SSP because the State either does
not make these payments or does not provide
Medicaid to SSP-only recipients.

I:l The State applies more restrictive eligibility
standards than those under SSI and considers
these individuals to have income equalling the
SSI Federal benefit rate, or the SSP benefit rate
for individuals who would be eligible for SSP
only, when determining countable income for
Medicaid categorically needy eligibility.

* Agency that determines eligibility for coverage.

TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. 91-08 HCFA ID: 7983E
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State/Territory:

ATTACHMENT 2.2-A
Page 9a

GEORGIA

Agency* Citation(s)

Groups Covered

1634(d) of
the Act

A. Mandatory Coverage — Categorically Needy and Other

Required Special Groups (Continued)

24. Disabled widows, disabled widowers, and surviving disabled
unmarried divorced spouses who had been married to the insured
individual for a period of at least ten years before the divorce
became effective, who have attained the age of 50, who are
receiving title I payments, and who because of the receipt of title
II income lost eligibility for SSI or SSP which they received in
the month prior to the month in which they began to receive title
II payments, who would be eligible for SSI or SSP if the amount
of the title II benefit were not counted as income, and who are not
entitled to Medicare Part A.

The State applies more restrictive eligibility requirements
for its blind or disabled than those of the SSI program.

In determining eligibility as categorically needy, the State
disregards the amount of the title II benefits identified in § 1634
(d) (1) (A) in determining the income of the individual, but does
not disregard any more of this income than would reduce the
individual's income to the SSI income standard.

In determining eligibility as categorically needy, the State
disregards only part of the amount of the benefits identified in
§1634 (d) (1) (A) in determining the income of the individual,
which amount would not reduce the individual's income below
the SSI income standard. The amount of these benefits to
disregarded is specified in Supplement 4 to Attachment 2.6-A.

In determining eligibility as categorically needy, the State
chooses not to deduct any of the benefit identified in §1634 (d)
(1) (A) in determining the income of the individual.

* Agency that determines eligibility for coverage.

TN No. 92-09
Supersedes
TN NO. 91-31

Approval Date 4-7-92 Effective Date 1-1-92



Revision:

ATTACHMENT 2.2-A
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State: GEORGIA

Agency* Citation(s) Groups Covered
A. Mandatory Coverage — Categorically Needy and Other Required Special
Groups (Continued)
1902(a)(10)(E)(1), 25. Qualified Medicare Beneficiaries --
1905(p) and
1860D-14 a. Who are entitled to hospital insurance benefits under
(a)(3)(D) of the Act Medicare Part A, (but not pursuant to an
of the Act enrollment under section 1818A of the Act);
b. Whose income does not exceed 100 percent of the
Federal poverty level; and
c. Whose resources do not exceed three times the SSI
resource limit, adjusted annually by the increase in the
consumer price index.
(Medical assistance for this group is limited to Medicare
cost-sharing as defined in item 3.2 of this plan.)
1902(a)(10)(E)(ii), 26. Qualified Disabled and Working Individuals —
1905(s) of the Act

a.

Who are entitled to hospital insurance benefits under
Medicare Part A under section 1818A of the Act;

Whose income does not exceed 200 percent of the
Federal poverty level; and

Whose resources do not exceed two times the SSI
resource limit.

Who are not otherwise eligible for medical assistance
under Title XIX of the Act.

(Medical assistance for this group is limited to Medicare
Part A premiums under section 1818A of the Act.)

* Agency that determines eligibility

TN No. 10-004
Supersedes
TN NO. 93-010

Approval Date 06/15/2010 Effective Date 01/01/2010
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State: Georgia

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required Special
Groups (Continued)

1902(a)(10)(E)(ii1), 27. Specified Low-Income Medicare Beneficiaries —
1905(p)(3)(A)(ii),

and a. Who are entitled to hospital insurance benefits under
1860D-14(a)(3)(D) of the Act Medicare Part A (but not pursuant to an
of the Act enrollment under section 1818A of the Act);

b. whose income is greater than 100 percent but less than
120 percent of the Federal poverty level; and

c. Whose resources do not exceed three times the SSI

resource limit, adjusted annually by the increase in the
consumer price index.

* Agency that determines eligibility

TN No. 10-004 Approval Date 06/15/2010 Effective Date 01/01/2010
Supersedes TN NO. 93-010
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State: Georgia

Agency* Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other Required
Special Groups (Continued)

1902(a)(10)(E)(iv) 28. Qualifying Individuals —

and 1905(p)(3)(A)(ii),

and 1860D 14(a)(3)(D) a. Who are entitled to hospital insurance benefits

of the Act under of the Act Medicare Part A (but not
pursuant to an enrollment under section 1818A of
the Act);

b. whose income is at least 120 percent but less than
135 percent of the Federal poverty level;

c. Whose resources do not exceed three times the

SSI resource limit, adjusted annually by the
increase in the consumer price index.

* Agency that determines eligibility

TN No. 10-004 Approval Date 06/15/2010 Effective Date 01/01/2010
Supersedes TN NO. NEW
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State / Territory: GEORGIA

Agency* Citation(s)

Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

42 CFR 435212 &
1902(e) (2) of the

Act, P.L. 99-272
(Section 9517) P.L.
101-508 (Section 4732)

3. The State deems as eligible those individuals who became

otherwise ineligible for Medicaid while enrolled in an HMO
qualified under Title XIII of the Public Health Service Act or
while enrolled in an entity described in Section 1903(m) (2) (B)
(111), (E) or (G) of the Act, or a Competitive Medical Plan
(CMP) with a Medicare contract under Section 1876 of the Act,
but who have been enrolled in the HMO or entity for less than
the minimum enrollment period listed below. The HMO or
entity must have a risk contract as specified in 42 CFR
434.20(a). Coverage under this section is limited to HMO
services and family planning services described in Section
1905(a) (4) (C).

X The state elects not to guarantee eligibility.

The State elects to guarantee. The minimum enrollment
period is months (not to exceed six).

The State measures the enrollment period from:

The date beginning the period of enrollment in
the HMO or other entity, without any intervening
disenrollment, regardless of Medicaid eligibility.

The date beginning the period of enrollment in
the HMO as a Medicaid patient (including periods when
payment is made under this section), without any
intervening disenrollment.

The date beginning the last period of enrollment
in the HMO as a Medicaid patient (not including periods
when payment is made under this section), without any
intervening disenrollment of periods of enrollment as a
privately paying patient. (A new minimum enrollment
period begins each time the individual becomes
Medicaid eligible other than under this section.)

* Agency that determines eligibility for coverage.

TN No. 94-027
Supersedes
TN NO. 92-09

Approval Date 8-24-94 Effective Date 7-01-94

HCFA ID: 7093E
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State / Territory: GEORGIA

Agency* Citation(s) Groups Covered
B. Optional Groups Other Than the Medically Needy
(Continued)
1903(m) (2) (F) of = The Medicaid Agency may elect to restrict the disenrollment

the Act, P.L. 98-
369 (Section 2364),
P.L.99-272
(Section 9517),
P.L. 101-508
(Section 4732)

1903(m) (2) (H),
1902(a) (52) of the
Act.

P.L. 101-508
(Section 4732)

rights of Medicaid enrollees of certain Federally qualified HMOs,
Competitive Medical Plans (CMPs) with Medicare contracts
under Section 1876 of the Act, and other organizations described
in 42 CFR 434.27(d), in accordance with the regulations at 42
CFR 434.27. This requirement applies unless a recipient can
demonstrate good cause for disenrolling or if he/she moves out of
the entity's service area or becomes ineligible.

__ X Disenrollment rights are restricted for a period of 6_
months (not to exceed 6 months).

During the first month of each enrollment period the
recipient may disenroll without cause. The State will
provide notification, at least twice per year, to recipients
enrolled with such organization of their right to and
restrictions of terminating such enrollment.

No restrictions upon disenrollment rights.

In the case of individuals who have become ineligible for
Medicaid for the brief period described in Section 1903(m) (2)
(H) and who were enrolled with an entity having a contract under
Section 1903 (m) when they became ineligible, the Medicaid
agency may elect to reenroll those individuals in the same entity
if that entity still has a contract.

X The agency elects to reenroll the above individuals who
are ineligible in a month but in the succeeding two months
become eligible, into the same entity in which they were enrolled
at the time eligibility was lost.

The agency elects not to reenroll above individuals into
the same entity in which they were previously enrolled.

* Agency that determines eligibility for coverage.

TN No. 94-027
Supersedes
TN NO. 92-09

Approval Date 8-24-94 Effective Date 7-01-94

HCFA ID: 7983E
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State / Territory: GEORGIA

Agency* Citation(s)

Groups Covered

IV-A 42 CFR 435.217

B. Optional Groups Other Than the Medically Needy
(Continued)

X 4. A group or groups of individuals who would be eligible
for Medicaid under the plan if they were in a NF or an
ICF/MR, who but for the provision of home and
community-based services under a waiver granted
under 42 CFR Part 441, Subpart G would require
institutionalization, and who will receive home and
community-based services under the waiver. The group
or groups covered are listed in the waiver request. This
option is effective on the effective date of the State's
section 1915(c) waiver under which this group(s) is
covered. In the event an existing 1915(C) waiver is
amended to cover this group(s), this option is effective
on the effective date of the amendment.

* Agency that determines eligibility for coverage.

TN No. 92-09
Supersedes
TN NO. 91-31

Approval Date 4-7-92 Effective Date 1-1-92

HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
IV-A 1902(a) (10) 5. Individuals who would be eligible for Medicaid
XVI (A1) (VII) under the plan if they were in a medical institution,
of the Act who are terminally ill, and who receive hospice care

in accordance with a voluntary election described in
section 1905(0) of the Act.

The State covers all individuals as
described above.

|:| The State covers only the following
group or groups of individuals:

Aged
Blind
Disabled
Individuals under the age of--
21
20
19
18
Caretaker relatives
Pregnant women

* Agency that determines eligibility for coverage.

TN No. 91-31 Approval Date 12-18-91 Effective Date 10-1-91
Supersedes

TN NO. NEW HCFA ID: 7983E
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OMB NO.: 0938-
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishing

Medicaid
(Continued)
1902(e)(13) of X (e) Express Lane Option. The Medicaid State agency
the Act elects the option to rely on a finding from an Express

Lane agency when determining whether a child
satisfies one or more components of Medicaid
eligibility. The Medicaid State agency agrees to meet
all of the Federal statutory and regulatory
requirements for this option. This authority may not
apply to eligibility determination made before
February 4, 2009, or after September 30, 2013.

(1) The Express Lane option is applied to:

Initial Determinations |:| Redeterminations

|:| Both

(2) A child is defined as younger than age:

[XJ1o  [J20 []2

(3) The following public agencies are approved by
the Medicaid State agency as Express Lane
agencies:

The Department of Community Health Division of Public Health - The Child and Nutrition Act of
1966 (the Special Supplemental Nutrition Program for Women, Infants and Children or WIC)

TN No. 11-002
Supersedes TN NO. NEW Approval Date 04-13-11 Effective Date 01-01-11




ATTACHMENT 2.2-A
Page 11c
OMB NO.: 00938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishing
Medicaid
(Continued)

(4) The following components of Medicaid eligibility are
determined under the Express Lane option. Also, specify any
differences in budget unit, deeming, income exclusions,
income disregards, or other methodology between Medicaid
eligibility determinations for such children and the
determination under the Express Lane option.

The Department will use the following findings under the express lane option: income, identity, age and
residency.

WIC is limited to children under age 5 with a nutritional need. The Department will only receive

information on those children. The Department will follow up with the family to find additional children that may
be in the household and use the WIC income information to determine eligibility for all children in the household.
Citizenship information for all children will be obtained from the family. Identity information for non WIC
children will be obtained from the family. The department will not use additional budgeting deductions and will
rely solely on the WIC income finding.

The Department will use WIC income findings and apply this income to children who are applying for Medicaid.
WIC income is defined as gross cash income before deductions. WIC allows an exclusion from gross family
income for military housing. Gross family income must be equal to or less than 185% of the Federal Poverty
Level.

The Department allows a child support income disregard of $50 for the budget group. The Department allows the
following deductions from earned income for medical eligibility determinations:

-$90 standard work expense for each employed individual

-$30 earned income deduction and one-third of the remaining earned income for each employed Individual
-dependent care expenses for each child or incapacitated individual These disregards do not apply to WIC and do
not apply to family income for ELE.

TN No. 11-002
Supersedes TN NO. NEW Approval Date 04-13-11 Effective Date 01-01-11
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OMB NO.: 00938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

SECTION 2 — COVERAGE AND ELIGIBILITY

Citation(s)

2.1 Application, Determination of Eligibility and Furnishin
Medicaid
(Continued)

(5) Check off which option is used to satisfy the Screen and Enroll
requirement before a child may be enrolled under title XXI.

|:| (a) Screening threshold established by the Medicaid agency as:

|:| @) percentage of the Federal Poverty level which
exceeds the highest Medicaid income threshold
applicable to a child by a minimum of 30 percentage
points: specify ; OF

(i1) percentage of the Federal poverty level (that
reflects the value of any difference between income
methodologies of Medicaid and the Express Lane
agency); or

|:| (b) Temporary enrollment pending screen and enroll.
(c) State's regular screen and enroll process for CHIP.

|:| (6) The State elects the option for automatic enrollment without a
Medicaid application, based on data obtained from other sources
and with the child's or family's affirmative consent to child's
Medicaid enrollment.

|:| (7) Check off if the State elects the option to rely on a finding from
an Express Lane agency that includes gross income or adjusted
gross income shown by State income tax records or returns.

TN No. 11-002
Supersedes TN NO. NEW Approval Date 04-13-11 Effective Date 01-01-11




Revision: January, 1993 ATTACHMENT 2.2-A
Page 12

State: GEORGIA

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

42 CFR 435.220 6. Individuals who would be eligible for AFDC if
their work-related child-care costs were paid from
earnings rather than by a State agency as a service
expenditure. The State's AFDC plan deducts
work- related child-care costs from income to
determine the amount of AFDC.

The State covers all individuals as described

above.
1902(a)(10)(A)(ii) and The State covers only the following group or
1905(a) of the Act groups of individuals:

Individuals under the age of

21

20

19

18

Caretaker relatives
Pregnant women

IV-A 42 CFR 435.222 7. x_a. Allindividuals who are not described in Section
1902(a)(10)(A)(ii) and 1902 (a)(10)(A)(i) of the Act, who meet the
1905 (a)(i) of the Act income and resource requirements of the AFDC

State plan, and who are under the age of 21, as
indicated below.

20
X 19

18

TN No. 04-002

Approval Date SEP 23 2004
Supersedes TN NO. 93-009 Effective Date JUL 01 2004
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

42 CFR 435.222

B. Optional Groups Other Than the Medically Needy
(Continued)

__ X b. Reasonable classifications of described in (a) above,
as follows:

X (1) Individuals for whom public agencies are
assuming full partial financial
responsibility and who are:

X (a) In foster homes (and are under the
age of 21).

__ X (b) In private institutions (and are
under the age of 21).

(c) In addition to the group under b. (1)
(a) and (b), individuals placed in
foster homes or private institutions
by private, nonprofit agencies (and
are under the age of ).

X (2) Individuals in adoptions subsidized in full
or part by a public agency (who are under
the age of 21).

(3) Individuals in NFs (who are under the age
of ). NF services are provided under
this plan.

(4) In addition to the group under (b) (3),
individuals in ICFs/MR (who are under the

age of ).
* Agency that determines eligibility for coverage.
TN No. 94-002
Supersedes Approval Date 3-11-94 Effective Date 1-1-94

TN NO. 93-023
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(BPD) ATTACHMENT 2.2-A
Page 13a
OMB NO.: 0938-

GEORGIA

Agency*

Citation(s)

Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

(5) Individuals receiving active treatment as
inpatients in psychiatric facilities or programs
(who are under the age of ). Inpatient
psychiatric services for individuals under age
21 are provided under this plan.

(6) Other defined groups (and ages), as specified
in Supplement 1 of ATTACHMENT 2.2-A.

TN No. 91-31
Supersedes
TN NO. NEW

Approval Date 12-18-91 Effective Date 10-1-91
HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
1902 (a) (10) X 8. A child for whom there is in effect a State adoption
(A) (i) (VII) assistance agreement (other than under title IV-E of
of the Act the Act), who, as determined by the State adoption

agency, cannot be placed for adoption without
medical assistance because the child has special needs
for medical or rehabilitative care, and who before
execution of the agreement—

a. Was eligible for Medicaid under the State's
approved Medicaid plan; or

b. Would have been eligible for Medicaid if the
standards and methodologies of the title I[V-E
foster care program were applied rather than the
AFDC standards and methodologies.

The State covers individuals under the age of--

X 21
20
19
18
* Agency that determines eligibility for coverage.
TN No. 94-002
Supersedes Approval Date 3-11-94 Effective Date 1-1-94

TN NO. 93-023



Revision: HCFA-PM-91-4 (BPD)

ATTACHMENT 2.2-A
AUGUST 1991 Page 14a
OMB NO.: 0938-
State: GEORGIA

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

(Continued)
42 CFR 435.223 I:l 9. Individuals described below who would be eligible for
AFDC if coverage under the state's AFDC plan were as
1902(a) (10) broad as allowed under title [V-A:
(A)(i1) and
1905(a) of Individuals under the age of--
the Act 21
20
19
18
Caretaker relatives
Pregnant women
TN No. 91-31
Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN NO. NEW

HCFA ID: 7983E
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OMB NO.: 0938-
State: GEORGIA
Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

42 CFR 435.230 I:l 10. States using SSI criteria with agreements under
sections 1616 and 1634 of the Act.

The following groups of individuals who receive
only a State -supplementary payment (but no SSI
payment) under an approved optional State
supplementary payment program that meets the
following conditions. The suppleme